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NEW YEAR’S GREETING 


The officers and council of your Society extend to you their 
best wishes for the New Year. 


Organization and social problems present themselves with 
increasing importance. 


With earnest effort we will do our part to help solve these 
problems and to guide the destinies of the Michigan State 
Medical Society wisely and well. Our success will largely de- 


pend upon your whole hearted co-operation. May we have it? 


Burton R. Corsus, M.D. 
Chairman of the Council of the Michigan 
State Medical Society 
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ADVERTISING SECTION—M. S.M.S. 





IMPORTANT 
ANNOUNCEMENT 





Change of Corporate Name 


After January Ist, 1931 


The 
Laboratory Products 





Company 


will be known as 


S.M.A. 


CORPORATION 














Ever since 1921, when 
S. M.A. (an adaptation 
to breast milk) was first 
announced generally to 
the Medical Profession, 
we have been constant- 
ly referred to as “the 
S. M. A. Company”. 
Common usage, there- 
fore, suggested the 
change from The 
Laboratory Products 
Company to S. M. A. 
Corporation. It is how- 
ever, the same comp- 





any, the same personnel 





and the same products. 





The same ethical poli- 





cies which have guided 


us so many years will 
also be strictly 
maintained. 


> This change in corpor- 


ate name was approved at a 
special meeting of the stock- 
holders, December 10, 1930. 


Ss. M. A. 


Corporation 
CLEVELAND, OHIO 
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CHAIRMAN’S ADDRESS* 


J. M. ROBB, M.D., F.R.C.S.E.7 
DETROIT, MICHIGAN 


The chairman is allowed a somewhat widelatitude, not only in the subject of his 


address, but also in the method of handling it. 


Otolaryngologists all over the country 


have been as active as we have been in the study of their scientific problems and it goes 
without saying that this activity has been productive of results that are more or less grati- 


fying. 


It is not my object to go into detail in the way of a review of the accomplish- 


ments of our specialty during the last year which ordinarily would be a chairman’s duty. 
In doing this, the subject might be discussed best from the following viewpoints: 





*Chairman’s address before the section on Otolaryngology 
at the 110th Annual Meeting of the Michigan State Medical 
Society, Benton Harbor, September 15-17. 


_ tDr. Robb graduated from the Detroit College of Medicine 
in 1908. He spent two years as intern in Harper Hospital. 
He also took extensive post-graduate work at Vienna, also 
at Edinburgh, Scotland, obtaining from the University of 
Edinburgh the degree of F.R.C.S.E. He is on the staff 
of both Harper and Receiving Hospitals, Detroit, and at the 


present time is President of the Wayne County Medical 
Society. 








(1) The approval of routine procedures. 

(2) The re-establishment of confidence 
in certain practices in medicine that for no 
good reason have been more or less dis- 
carded. 

(3) The adoption of late developments 
which have been tried but not seasoned. 











(4) Watching for innovations on the 
‘horizon of our specialties. | 

With this as an outline much could be 
concisely evolved, but since time does not 
‘permit, I leave these suggestions with you 
for your personal consideration. 

I have chosen to present a rather unusual 
case, one occasionally seen but frequently 
unrecognized. It is a case of pharyngo- 
maxillary abscess arising from an ear infec- 
tion. I shall also discuss radiopaque oil in 
sinus disease. It is rather fortunate to be 
able to present this case, since Dr. Iglauer is 
considering later in this program the prob- 
lem of deep suppuration of the neck as it 
may stimulate our interest in this timely 
subject. It would seem from our experience 
last year with a case of spreading osteo- 
myelitis of the skull, that the living specimen 
gives the more lasting impressions. That 
case excited considerable comment. One of 
the first questions the young lady who is 
reporting this section this year asked me 
was, “How is the boy with the spreading 
osteomyelitis of the skull?’ I am happy to 
say to you and to her that he is perfectly 
well. That is the sort of case we remember 
and this case today is also one which we 
will remember. 

This patient developed a cold, then a mid- 
dle ear abscess. Two weeks later he pre- 
sented some evidence of mastoid disease 
with tenderness of the mastoid process, tem- 
perature approximately 102 degrees F., total 
white blood cell count 15,000. There was 
some swelling between the tip of the mastoid 
and the angle of the jaw, recognizable chief- 
ly because an examination of the pharynx 
showed some fullness over the area of the 
ptero-mandibular ligament. This aroused 
our suspicion of a pharyngo-maxillary ab- 
scess in conjunction with a mastoid. There 
was also a definite trismus of the jaw with 
deviation toward the affected mastoid. A 
mastoid operation was performed with char- 
acteristic involvement. A transverse incision 
about the level of the angle of the jaw was 
made, the posterior belly of the digastric 
muscle was exposed and blunt curved Mayo 
scissors was passed upward beneath the 
muscle into the pharyngo-maxillary space 
with the escape of about two or three drams 
of pus. A drain was inserted. The result 


has been complete, both spontaneous and 
operative. 
I have had similar cases arise following 
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infections of the teeth, the maxillary sinus 
and the tonsils. 


RADIOPAQUE OIL IN SINUS 


The second subject upon which I wish to 
touch is the matter of cooperation with those 
engaged in other fields or specialties than 
our own; this time, the roentgenologist. 
There is probably no better method of 
studying anatomy in the living than by the 
X-rays. By the X-ray method we have our 
patient as nearly normal as possible whether 
the subject of investigation is gastro- 
intestinal tract, the heart, or the lungs. 
Opaque media for the examination of hollow 
organs or viscera have been in use almost 
from the time of the discovery of the X-rays 
when bismuth subnitrate was employed in 
the visualization of the alimentary tract. 

But as otolaryngologists, we are interested 
particularly in the diagnosis of pathological 
conditions affecting the cavities of the skull. 
I wish to confine my remarks at this time to 
the diagnosis of abnormalities in the maxil- 
lary sinuses. For this, there is probably no 
more satisfactory method than the employ- 
ment of an opaque medium such as an 
iodized or brominized oil. 

I might mention that the use of haloge- 
nated oils for diagnostic purposes is not 
absolutely recent. Their introduction into 
X-ray work has been based upon the studies 
of Sicord and Forrestier, of Paris, who used 
them, particularly lipiodol, for the visualiza- 
tion of certain body cavities. Forrestier, 
who was a visitor to Detroit on two occa- 
sions, demonstrated his results in studies of 
the bronchial tree, the spinal canal and 
Fallopian tubes. Tabern, Hansen, Volwiler, 
and Crandall have carried on a fairly exten- 
sive investigation of these oils and have 
concluded as follows: 

“A rather extensive series of halogenated 
oils has been prepared and studied chemic- 
ally. pharmacologically, and clinically. 

“Brominized oils, particularly brominized 
olive oil and the brominized esters obtained 
from olive oil, have been found to possess 
distinct advantages over the iodized oils in 
use; the brominized oil and olive oil esters 
are much more stable, have controllable 
viscosities without loss of radiopacity, are 
economical to manufacture and use, low in 
toxicity, and, of course, cannot cause iodism. 

“Pharmacological experiments have 
shown that brominized olive oil is definitely 
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less irritating to the pericardium and pleura 
than the iodized oils now in common. use. 
Brominized olive esters are more irritating 
than brominized olive oil, but are not more 
irritating than the iodized oils. 

“Clinically, these two products—33 per 
cent brominized olive oil and 33 per cent 
brominized olive ethyl esters—have proved 
valuable and effective as contrast media in 
radiology, and appear to possess a number 
of practical advantages over the products 
heretofore in use.” 

I have used both lipiodol and brominol 
diluted to one-half to one-quarter of full 
strength preparatory to having X-ray exam- 
inations made of the sinuses. We are en- 
abled thereby to study in the first place any 
antral bone disease by our ability to obtain a 
clear line or space of demarcation between 
the opaque medium and the bone itself. We 
are able likewise to study the condition of 
the mucosa of the antrum in as many direc- 
tions as we care to make X-ray exposures. 
Usually two exposures are made; a lateral 
and a postero-anterior, although exposures 
may be made at any other required position. 
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The radiographs are made for obvious rea- 
sons with the patient sitting in the upright 
position. It has been my custom to examine 
one antrum at a time so as to avoid super- 
imposing one shadow or silhouette over the 
other in the making of plates in the lateral 
position when both antrums are injected 
with the opaque oil. 

A normal antrum will show the mucosa 
or muco-periosteum as a thin line of even 
and uniform width between the opaque 
medium and the bony wall of the antrum. 
Antrum pathology when present is described 
in terms of “‘filling’”’ defects, using the same 
expression as roentgenologists have long 
been accustomed to use in describing condi- 
tions which affect the contour of the stom- 
ach. Not only have we been able to detect 
clearly a thickened muco-periosteum as an 
evidence of chronicity but it is possible to 
show polyps and evidence of polypoid de- 
generation with the utmost exactness. 


BIBLIOGRAPHY 


For a splendid discussion of Deep Cervical Abscess and 
Thrombosis of the Internal Jugular Vein by Dr. Harris 
Peyton Mosher, see Laryngoscope, Vol. XXX, page 360. 





THE GROUP PRACTICE OF MEDICINE* 


WALTER L. FINTON, M.D.+ 
JACKSON, MICHIGAN 


Repeated inquiries on the part of physicians concerning the so-called “group prac- 
tice”. of medicine has suggested that perhaps a few facts on the subject might be of inter- 
est. Up to the time of Pasteur and Lister a single individual was capable of mastering 
the existing knowledge of medicine and of doing full justice to the needs of his patients. 


Shortly after our Civil War the advances 
so great that one man was no longer able 
cal knowledge, so certain physicians began 
of diseases in a limited medical field. The 
otologists were the first medical specialists, 
organizing the American Otological Society 
in 1866. The neurologist next appeared, to 
be followed soon after by the gynecologist 
and the various others since. The family 
physician at first looked with suspicion upon 
the specially trained medical man, but 
eventually learned to turn to him when occa- 
sion demanded. 

The subdivision of medical knowledge 
often made it necessary for a patient with 





*Chairman’s Address Surgical Section, 111th Annual Meet- 
ing Michigan State Medical Society. Benton Harbor, Sep- 
tember, 1930. te 

+Dr. Finton graduated from the University of Michigan 
in 1907, interned for one year, and was Assistant Surgeon 
one year (1907-1909) at the Northern Pacific Hospital, 
Brainerd, Minnesota. He is Chief Surgeon for the Con- 
sumers Power Company and co-founder of the Jackson Clinic. 


made in medicine and the allied sciences were 
to keep well posted on the progress of medi- 
to devote their time and energy to the study 








an obscure ailment to consult a number of 
different physicians. The various specialists 
to whom a patient would be referred might 
have offices in the same building, but usually 
they were more or less widely separated. 


While these doctors soon began to call 
their refer system a “Group System,” the 
patients not infrequently called it some- 
thing much less complimentary, for not only 
were they put to great effort and loss of 
time, but the aggravation of getting a num- 
ber of separate bills, and never being exact- 
ly certain whether or not the total cost had 
been finally settled, made the system any- 
thing but satisfactory to the patient. 
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Prompt reports and the correlation of find- 
ings were difficult. It is a well known fact 
that written reports alone are hardly ever as 
satisfactory as when supplemented by per- 
sonal contact and conferences between the 
consultants. 


HISTORY OF GROUP CLINICS 


No one knows who first formed a bona 
fide medical group, but a few have existed 
for more than half a century. We are all 
familiar with the larger group clinics of 
America, two or three of which have be- 
come world famous. About twenty years 
'ago the group clinic system began to spread 
over the middle west and south, and more 
recently a few successful groups have ap- 
peared in the east. 

As everyone knows, these clinics consist 
of a group of surgeons, internists, and other 
specialists uniting in a firm or corporation, 
occupying the same building, which as a 
rule is especially designed for the purpose. 
Here patients can conveniently, expeditious- 
ly, and economically be examined and 
treated. When they are through they re- 
ceive a combined bill at the central office for 
all the services rendered. 

More thorough examinations resulted in 
more accurate diagnosis, and of course more 
appropriate treatment naturally followed. 
There is a certain stimulus from working 
together, and mediocre medical work is less 
likely to appear, even in the hands of the 
careless or the lazy, if an associate is look- 
ing on or checking results. Frequent con- 
sultations will improve the minds of any 
group of workers. 

Within a short time the group clinic has 
become as much an institution of this era 
as the well organized department store, with 
which it has some things in common. This 
comparison in no way reflects on the group 
clinic, for certainly the medical field today 
is susceptible of more organization. Better, 
much better, that we learn from big business 
the art of reducing costs, and economizing 
time and labor, than have big business take 
over the practice of medicine, even to the 
extent of rendering medical services to its 
own employees. 

While all patients do not need combined 
medical opinion, it is probable that perhaps 
ten per cent or more are materially helped 
in this way. Now ten per cent gain or loss 
in the average business usually means the 
difference between success and failure. This 
increased help to the more difficult patient 
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has resulted in rather wide and favorable 
publicity for the private clinic. Today, in 
40 States there are about 400 group clin- 
ics,* which as a rule do the best work that 
is done in their respective communities. 
Their number decreased for a while, but 
they are now increasing. 

A number of group clinics have failed or 
at least their members have ceased to func- 
tion as a group. Financial disagreements 
and internal competition have been in most 
instances the rocks on which they have 
foundered. It is difficult for many to sub- 
ordinate pronounced individualism to team 
work. 

While it is true that the quality of medi- 
cal work done by a clinic group will obvi- 
ously depend upon the ideals, qualifications 
and ability of its medical staff, a group of 
well trained physicians actuated by the aims 
and ideals of better medical service to the 
community; in which patients are assigned 
to those members of the group best qual- 
ified to handle them; in which there is actual 
personal contact and consideration between 
members of the group and not merely writ- 
ten exchange of memorandum opinions, is 
in a position to render superior medical 
service and such a group should have a fu- 
ture of long service to the community.’ 

In the groups, it is customary for the 
doctor who originally takes charge of a 
patient to have the final talk with him after 
all examinations have been completed. 


CRITICISMS AND DISADVANTAGES 


A man, when he becomes a member of a 
Clinic Staff, loses in some degree his inde- 
pendence. In all his actions he will have 
to consider how what he may do will affect 
the interest of the Clinic. There has been 
considerable antagonism against the group 
scheme on the part of the outside medical 
profession. Becoming a member of a Clinic, 
while it tends to closer personal friendships 
within the organization, sometimes leads to 
a narrowing of the circle of acquaintances 
or even possibly the alienation of former 
friends. And unless a Clinic minimizes this 
danger by the adoption of a proper policy 
and the maintenance of a generous attitude 
toward the general medical profession, the 
members of its staff may suffer from profes- 
sional isolation or even professional ostra- 
cism.” 





*(In 1922, the A. M. A. listed 122 group clinics, while in 
1925, the Modern Hospital Publishing Company listed 240.) 
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The mature professional man, who has 
achieved marked (financial) success cannot 
become a member of a Clinic with the ex- 
pectation of immediately increasing the in- 
come that he previously earned in private 
practice. This was aptly stated a few years 
ago by Dr. W. J. Mayo at a clinic confer- 
ence in Philadelphia. He said, “The man 
who joins a Group Clinic because he thinks 
he can make a better living easier is likely 
to be disappointed.” 

“Also for a miscellaneous group of med- 
ical men, often of about the same age, to 
put their offices together and agree on some 
sort of division of earnings—this is not 
group medicine but only an incubator for 
early troubles coming in groups.” 

And further, “Our failures as a profes- 
sion are the failures of individualism, the 
result of competitive medicine. A frank 
recognition of the necessity for cooperation 
is necessary.” Group medicine tends to di- 
minish individualism. 


ADVANTAGES TO THE PATIENT 


“If we accept it as conclusive that the 
science and art of medicine have become too 
large a field for one man to cover ade- 
quately, it must logically follow that the ef- 
forts of a group of men coordinated in one 
building, with continuity of study and ob- 
servation, offer the individual patient a bet- 
ter opportunity for correct diagnosis than 
where the correlation of such findings is 
brought about by different offices, with an- 
noying intervals of delay and the absence 
of personal conference and free exchange 
of thought in weighing the evidence.’ 
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examination that I wanted in this case, and 
so I made a change.” 

The human qualities of kindness and sym- 
pathy and deep understanding, along with 
energy, a sense of humor, and a pleasing 
personality, are just as important in handling 
patients in a Clinic as in private practice, 
and from numerous patients at one of the 
world famous clinics, I have heard the Clinic 
doctor spoken of in as glowing words of 
endearment as ever I have the family phy- 


sician. Organization as a group does not of : 


itself interfere with close and long continued 
relations between doctor and patient. 


ADVANTAGES TO THE PHYSICIAN 


The advantages a Clinic offers to mem- 
bers of its staff may be summarized as fol- 
lows: 

1. They have the satisfaction of knowing 
that they are able to offer a more adequate 
and higher quality of medical service to their 
patients and to their community than if they 
were practicing as individuals. 

2. They get self-improvement more rap- 
idly from close contact with other members. 

3. They have better opportunity of at- 
tending medical meetings and conferences, 
and they can go away for post-graduate 
study or for vacation trips more easily with 
less break in the continuity of their work. 

4. A physician in a group is less likely 
to undergo stagnation or sink into the rut 
of mediocrity and self-complacency, which is 
the probable sequence of professional isola- 
tion and the adoration of a circumscribed 
clientele.* 

5. There is greater permanency of one’s 





ws The cooperation of specialists in a private life work, for when one who works as an 
on group clinic is more economical than sepa- individual passes on, his work dies with him. 
1p rate action on their part. That there will If he has accomplished something as a mem- 
‘al be an appreciable percentage of negative ber of a group, when he is through, his 
ic, findings in a large series of careful and com-_ work is carried on by the organization. You 
ps plete examinations is true, but it is also true are all familiar with striking examples of 
to that not infrequently the unexpected find- this. When the greatest of all surgical teach- 
eS ings are surprising. ers, the late John B. Murphy, passed on, 
er That the close personal relationship of he left no one on whom his mantle might 
1iS the family physician over a long period of fall. That was a serious loss to the world. 
cy years will be missing, to a certain extent, When the founders of the Mayo and Crile 
de must be admitted. But on the other hand, Clinics cease work, may we not prophesy 


he absolute loyalty to the family doctor is get- 
ting rarer every day. Not long ago a well- 


that their institutions will carry on almost 
without apparent loss? 


to-do patient said to me, “While I would 
not offend Dr. So-and-So for the world, for 
he has been so good to us all these years, 
yet I just felt that he knew us so well that 
he did not make the thorough and complete 


We may certainly accept it as conclusive 
that the science and art of medicine have 
become too large a field for any one man 
to cover adequately. 

It must therefore be evident to most of 
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us that some sort of association or grouping 
is necessary today for any surgeon who 
aspires to do an appreciable amount of work. 
Just what kind of a group he will work with 
must, of course, be determined. 

It is not necessary that a Group Clinic 
own or control a hospital, particularly if 
the organization has friendly relations with 
a modern Class A institution. As a rule it 
is better to let some one else assume the 
worries of running an institution for the 
care of the sick. And certainly no middle 
aged physician should risk his hard earned 
savings in such an enterprise. 


SUMMARY 


1. “The advantages and limitations of 
group medical practice must be determined 
by its contribution to the welfare of society, 
which includes both the medical profession 
and the sick.’’* 

2. The establishment of a Clinic will not 
create patronage, but will merely give the 
members of its staff facilities to do better 
work, more conveniently, and efficiently. If 
the clientele grows, it will be for the same 
reason that the individual succeeds, namely, 
a recognition by the public and profession 
of a satisfactory service rendered.’ 

3. Group medicine is economically sound 
for many reasons: overhead expenses are 
pooled ; extensive equipment is provided but 
not unnecessarily duplicated, as when phy- 
sicians practice alone; they purchase sup- 
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plies in quantities and cheaper; profes- 
sionally and scientifically it brings together, 
as collaborators, groups of men of special 
knowledge in various fields and makes them 
readily available. 

4. Group medicine promises the most 
economical as well as the most expert type 
of treatment. 

5. The future should see more groups 
and less single handed practice of medicine. 
Group medicine shows great promise of be- 
coming the medicine of the future. 

When one has once experienced the su- 
preme satisfaction of practicing medicine in 
a well organized group, he never desires to 
practice any other way. 

6. Medicine today stands unique among 
the learned professions. In law, theology, 
and sometimes in engineering, the past over- 
shadows the present. But in medicine, the 
future promises even greater than the past. 
Let us hope that the medical profession con- 
tinues in the care of the sick, untrammeled 
either by corporate enterprise on one hand, 
or State medicine on the other. And it is 
possible that the spread of Group Clinics 
may help to solve the problem. 


BIBLIOGRAPHY 
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THE INTERNIST’S CONCEPTION OF BRONCHIAL 
ASTHMA* 


FRANK R. MENAGH, M.D.+ 
DEPARTMENT OF MEDICINE, HENRY FORD HOSPITAL, DETROIT, MICHIGAN 


It has now been more than ten years since the series of papers published by Walker 
emphasized a new point of view in the diagnosis and treatment of bronchial asthma. 
A new interest in the subject was stimulated by the work of Walker and others, and 
since that time much has been written and many points of view brought forward. To- 
day the physiological basis of bronchial asthma is still unknown and the relative impor- 


tance of various etiological factors a matter of debate. 


Much work of importance is 


being done on the subject of allergy and eventually some of the basic problems may 


be solved. How this may affect our clinical 
point of view is a matter of conjecture. In 
the meanwhile much experience has been 
gained in the practical care of bronchial 





*Presernted at the 109th Annual Meeting of the Michigan 
State Medical Society, Jackson, Michigan, September 17, 18, 
19, 1929. 

+Dr. Menagh is a graduate of the Medical Department of 
Johns Hopkins University. He is at present a member of 
the medical staff of the Henry Ford Hospital. 





asthma and it is this phase of the problem, 
rather than the various theories as to its 
cause, that I wish to discuss. 

Most workers in this field have obtained 
the best results by assuming that bronchial 
asthma is the clinical manifestation of an 





allergic process affecting the lungs. This is 
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due to edema of the mucous membrane, 
constriction of the musculature of the 
bronchioles and to some extent the increased 
secretion of a thick viscous mucus. What- 
ever the. mechanism that sets off this. series 
of events, it is most convenient to consider 
that it is due to the absorption. of.a for- 
eign protein to which the allergic individual 
has become sensitized. This leaves out of 
this group other forms of dyspnea that have 
often been classified as asthmatic. Cardiac 
asthma, if due to heart failure, would not 
fall in this group either for diagnosis or 
treatment. The so-called asthmatic bron- 
chitis is either bronchitis or bronchial asthma, 
and, if it is asthma, would be considered as 
due to the absorption of a foreign protein. 

If this fact, that the absorption of a for- 
eign protein is necessary for the appearance 
of symptoms, is kept in mind, the attack, 
when confronted with a problem in bronchial 
asthma, can be summarized in three divi- 
sions: 


(1) The immediate relief of symptoms; 

(2) The search for and elimination of the 
responsible foreign protein; and, 

(3) The general hygienic care of the pa- 
tient. 

In rank of importance we believe the sec- 
ond of these divisions comes first and will 
be first considered. 

The foreign proteins commonly at fault 
are conveniently grouped under four head- 
ings, (1) Foods, (2) Animal Emanations, 
(3) Pollens, and (4) Bacterial Proteins. 
There are a few other foreign proteins that 
do not fall directly in these groups, as for 
instance, orris root, often found as an in- 
gredient of face powders. Figley of Toledo 
has reported a number of cases due to dust 
from mills handling the castor bean, and it 
is possible that other localities may have 


- their own special problem of this sort. 


House dust is considered of great impor- 
tance by some. It is, of course, a mixture 
of all the foreign proteins that may get loose 
about the house and when it is impossible 
to determine exactly which material is the 
source of trouble this method may be of 
great help. Dust may be taken from a 
sweeper, extracted with an alkaline solution, 
as N/10 NaOH and sterilized with trik- 
resol as is a vaccine. This material may then 
be tested by the scratch method or intra- 
dermally. I have never been convinced that 
non-protein substances, as cement, are the 
direct cause of bronchial asthma, although 
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they may play a secondary role through 
irritation of the mucous membranes. 

We are going over this familiar ground 
again because we feel that it is of great im- 
portance to remember that as long as there 
is asthma the absorption of some of these 
substances is taking place, and relief can 
best be obtained by eliminating them or ren- 
dering the patient less sensitive to them. 

It has often been considered convenient 
to divide these proteins into two groups, ex- 
trinsic and intrinsic. From this point of 
view the extrinsic group will contain the 
proteins from foods, animal emanations and 
pollens, while the bacterial proteins, absorbed 
from sources mostly in the respiratory tract, 
make up the intrinsic group. In the 746 
cases from the Henry Ford Hospital records 
that are considered here by Dr. Whitney 
and myself, 310 were of the extrinsic va- 
riety and 295 intrinsic. That this distinc- 
tion cannot be too sharply drawn is shown 
by the fact that 124 cases were found to 
be sensitive to proteins in both groups and 
presumably to be deriving their symptoms 
from both groups. 

The methods for performing the tests for 
hypersensitiveness are familiar to all. While 
considering tests for foreign protein it must 
be remembered that allergic individuals do 
not always show positive skin reactions to 
foreign proteins to which they may actually 
be sensitive. This is especially true of an 
asthmatic who is having attacks of asthma. 
Skin tests, especially by the scratch method, 
often are completely negative at this time. 
Intradermal injections of the protein will 
sometimes give a positive test but even with 
this method negative reactions may result 
with positive findings later. For this reason 
the most careful attention should be given 
to the history obtained, of possible sources 
for the asthma, even if skin tests do not at 
once confirm this. Likewise if clear-cut evi- 
dence is found that an asthmatic is suscep- 
tible to some of the extrinsic proteins, the 
possibility that there is.a coexistent intrinsic 
source must not be overlooked. This is true 
even in small children. 


In case the patient is found to be sensi- 
tive to any of the extrinsic group, obviously 
the simplest form of treatment is to remove 
this protein if possible. Such foods in the 
case of adults can usually be easily removed. 
In the case of small children who are sen- 
sitive to a group such as wheat, milk, and 
eggs, this may be difficult. In some cases 
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prepared foods, as powdered milk, may be 
sufficiently changed to allow them to be 
taken without developing symptoms. When 
animal emanations are the source of trouble 
they can usually be removed if due to feather 
bedding, pets, and such sources. It is some- 
times found that a baker is sensitive to 
wheat through inhalation of flour, or a 
farmer to horse dander. In such instances 
it is worth while to attempt a relative de- 
sensitization by administering extracts of 
these substances. Asthma from pollen pro- 
teins is always best treated by this means, 
the method being identical with that used 
in the treatment of hay fever. 

The principles just set forth for the in- 
vestigation of the extrinsic types of asthma 
are widely accepted and used in treatment. 
When we turn to the intrinsic group, how- 
ever, there is no such unanimity and consid- 
erable confusion exists as to what can and 
should be done for this group of patients. 
This is the group that has often been re- 
sistant to treatment, and when it is con- 
-sidered that more than half of the asthmatics 
fall in this category, their proper care is 
seen to be of considerable importance. Our 
course becomes somewhat clearer if we still 
maintain that if there is asthma there must 
be absorption from some source, of a pro- 
tein substance to which the patient is sen- 
sitive. If there is asthma and it is intrinsic, 
the chances are greatly in favor of the source 
being some infection in the respiratory tract. 
A study (1) made of other foci than those 
in the respiratory tract, particularly the 
gastro-intestinal tract, shows that they are 
rarely found to be the source of asthma. If 
our thesis that asthma is due to foreign pro- 
tein is true, the protein in these cases 
must come from the bacteria present. 
From a clinical point of view this is a 
satisfactory assumption. The best method 
of investigating these proteins is through 
the agency of autogenous vaccines. Here 
again there has been much controversy 
as to whether the vaccines actually repre- 
sented specific proteins. We believe that 
they are as specific as any of the ex- 
trinsic proteins and our experience has been 
that, properly used, they have with reason- 
able consistency pointed the way to the 
proper etiology in intrinsic asthma and have 
aided materially in its treatment. 

There has at times been a distinction made 
between intrinsic asthma due to bacterial 
infection and intrinsic asthma due to the so- 
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called nasal reflex. That irritation in the 
nose may cause asthma is unquestioned, but 
that a non-bacterial irritation actually does 
bring on attacks of asthma frequently has 
not been our experience. In the treatment 
of irritation in the respiratory tract causing 
asthma, the best approach is that one that 
assumes that the irritant is bacterial in na- 
ture. Spurs, polyps, and other obstructions 
to proper nasal drainage are of importance 
principally because of their association with 
nasal infection. 

In practice the study of the intrinsic group 
of asthmatics includes a general history and 
physical examination. The usual tests for 
hypersensitiveness to foreign protein are 
done. In 121 out of 746 cases extrinsic pro- 
teins were found to be a factor in addition 
to the intrinsic proteins. Such findings are 
always of value, in many cases giving early 
evidence that we are at least dealing with 
an allergic individual. In the same way a 
history of other allergic manifestations or 
of a family history of allergy are of im- 
portance. In the intrinsic group, a history 
will often be obtained that asthma first made 
its appearance in association with an acute 
respiratory tract infection. Sometimes the 
asthma occurs only under such circum- 
stances, the patient being free of symptoms 
between infections. Another common his- 
tory is that following a seasonal hay fever 
or asthma, particularly the ragweed or fall 
type, the symptoms do not clear up when 
the pollen disappears. Asthma may persist 
for a few weeks and disappear. The next 
season the asthma will persist for a longer 
period and finally from a seasonal hay fever 
a non-seasonal bronchial asthma will de- 
velop. The basis for this is always an in- 
creasing respiratory tract infection and an 
increasing intolerance on the part of the pa- 
tient to the proteins characteristic of the 
infecting bacteria. This intolerance on the 
part of the patient is always an important 
factor and is associated with the variation 
in the rate of absorption of the foreign pro- 
tein. Due to these variable factors, a patient 
may have severe attacks of bronchial asthma 
and then have all symptoms disappear with 
a respiratory tract infection that apparently 
has changed in no way during the entire 
cycle. 


When it becomes apparent that we are 
dealing with an intrinsic type of asthma, 
then special attention must be paid to the 
respiratory tract. Too much information 
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cannot be obtained about it. The study will 
naturally divide itself into two parts: first, 
the upper respiratory tract including the nose 
and throat and paranasal sinuses; and, sec- 
ond, the lower respiratory tract. As soon 
as possible, cultures should be obtained from 
all suspected regions. The cultures from the 
nose and paranasal sinuses will not show 
as high a percentage of positive results as 
might be expected. It is surprising how 
often negative cultures result from sinuses 
that are obviously infected. Clinical experi- 
ence has shown that the most satisfactory 
cultures and subsequently autogenous vac- 
cines are obtained from the sputum. In ob- 
taining cultures of sputum for vaccine prep- 
aration, some care must be exercised. Only 
plugs of typical thick, tenacious, jelly-like 
material should be obtained. Only one of 
these should be collected in a sterile con- 
tainer. Specimens consisting of a bottle half 
full of a fluid partly sputum and partly 
saliva that has stood for any length of time 
are worthless. The best specimens are usu- 
ally obtained on arising in the morning and 
should be taken to the laboratory for cul- 
ture with the least possible: delay. When 
available, the patient should be tested intra- 
dermally with these vaccines, which should 
be prepared with each organism obtained 
in a separate vaccine. Careful controls 
should be used. When under these circum- 
stances definite positive reactions are ob- 
tained, they serve to show that such patients 
are allergic and that they are sensitive 
to the proteins from bacteria that are pres- 
ent in the respiratory tract. It is reasonable 
to assume that such bacterial proteins are 
responsible for the bronchial asthma. 

I do not mean to over-estimate the im- 
portance of autogenous vaccines at this stage 
of the study. They are of diagnostic im- 
portance only, and, as their preparation re- 
quires from one to two weeks, other meth- 
ods of diagnosis and treatment should be 
vigorously pushed. This is especially true of 
the group having their focus of infection 
in the upper respiratory tract. It has been 
our experience that asthmatics with infection 
in the paranasal sinuses, or throat, require 
the attention of a rhinolaryngologist who 
has a definite interest in the special problems 
presented by this class of patients. The usual 
care in such cases does not always suffice 
and the interests of the patient are best 
served when there is the closest cooperation 
between the internist and the rhinolaryngol- 
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ogist. Many patients may be relieved by 
operative procedures on the nose or throat 
alone and many may be relieved without the 
assistance of surgery, but the best results 
are obtained in any series of cases when 
both internist and rhinolaryngologist actively 
cooperate in every case of intrinsic asthma. 
The surgical point of view in this connec- 
tion will be presented by Dr. Whitney.’ It 
will suffice for me to say that any treatment 
of asthma is apt to be worthless if foci of 
infection in the upper respiratory tract are 
allowed to persist. They should be removed 
in every instance and should be removed as 
early as possible. On the other. hand, it has 
not been our experience that patients can 
be promised relief from asthma through 
operative procedures alone, although in some 
cases this is all that is necessary. In many 
cases the asthma recurs, but with the re- 
moval of the infection other methods of 
treatment that before were useless become 
effective. Even the removal of infected ton- 
sils may be important, for, although they 
may not be themselves directly responsible 
for the asthma, they may be a factor in the 
persistence of a bronchitis that is causing 
asthma. 

Let us assume then that we are dealing 
with a problem in bronchial asthma, that 
the patient has been shown to be allergic 
and that all foci of infection that can be 
removed have been so cared for. The pa- 
tient still continues to have attacks. What 
should next be done? 

It must be remembered that especially in 
the nose and throat operative procedures are 
apt to be done for the improvement of drain- 
age rather than to bodily remove the infected 
area. It is surprising at times what mild in- 
fections will keep up attacks of asthma. It 
is necessary, sometimes for long periods, to 
continue local treatment to the upper respira- 
tory tract. This is to keep open the drain- 
age tracts and to combat the infection it- 
self. This should be carried out under the 
supervision of the rhinolaryngologist. 

When the infection has been reduced to 
a minimum, it then becomes possible to ef- 
fect a worth-while increase in this tolerance 
of the patient through the use of properly 
selected vaccine therapy. When autogenous 
vaccines are available to which the patient 
gives a definite reaction, good results are 
often obtained through their administration. 
It is worthless to give them in the face of 
any considerable amount of infection and in 
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our experience good results are not to be ex- 
pected unless the patient is sensitive to the 
proteins they represent. 

Chronic bronchial asthma is frequently as- 
sociated with chronic bronchitis. This 
bronchitis may in turn be influenced by up- 
per respiratory infection and in many in- 
stances is the direct cause of the asthma. 
With the surgical removal of these foci, 
the bronchitis frequently improves and can 
be further helped through the use of inhala- 
tions, postural drainage and expectorants. 
Bronchitis is often benefited by the use of 
autogenous vaccine. 

The well-being of the individual is an im- 
portant factor in his resistance to infection. 
Fatigue is frequently the cause of a poor 
response. This may be general fatigue from 
over-exertion or it may be local tissue 
fatigue, due, for example, to the constant 
living in heated rooms with a low relative 
humidity. The benefits of southern winter 
resorts are probably due more to the escape 
of the patient from the constant hot dry air 
of most of our homes and offices, than it 
is to the escape from cold. Every effort 
should of course be made to protect the asth- 
matic from epidemic respiratory tract in- 
fections. 

The diet is of importance aside from any 
specific hypersensitiveness to food. Over- 
loading the gastro-intestinal tract should be 
avoided, as should constipation. With other 
factors cared for, colonic irrigations are 
often of value. An adequate fluid intake 
should be insisted upon. 

The question of immediate symptomatic 
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relief in bronchial asthma is often a -press- 
ing one. The difference between such pal- 
liative measures and more fundamental ones 
designed to remove the underlying cause of 
the asthma should always be impressed upon 
the patient. The use of adrenalin and 
ephedrine needs no discussion except to say 
that they are safe when used with discretion. 
I do not believe that the hypodermic admis- 
tration of adrenalin by the patient himself is 
a good practice. When so used it is often 
considered a form of treatment in itself and 
is continued until it is no longer effective. 
Morphine should never be used except in an 
emergency. A patient who has been given 
morphine and adrenalin until they fail to 
give relief is often seriously ill and the great- 
est difficulty may be experienced in reliev- 
ing a severe attack. When asthma of a de- 
gree necessitating adrenalin is present, every 
effort should be continuously made to re- 
move the underlying cause. 

An entirely empirical form of therapy 
is sodium iodide intravenously in 10 gram 
doses, 10% solution. This is harmless and 
sometimes very helpful. 


CONCLUSION 


If bronchial asthma is consistently con- 
sidered to be due to the absorption of for- 
eign protein and if the effort to find and re- 
move this protein is unremitting, the great 
majority of these cases can be satisfactorily 
controlled. 
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RELATION OF INFECTION OF EAR AND 
INFECTION OF INTESTINAL TRACT 
IN INFANTS 


Many authors believe that infection in the mastoid 
antrum is the cause of acute intestinal intoxication 
in infants. The medical staff of the hospital believes 
that the type of the disease seen in Toronto is the 
same as that which exists in other parts of Canada 
and the United States. Study of the disease has been 
pursued seriously by D. E. S. Wishart, Toronto, for 
five years but for the last two years a large body 
of the workers have codperated. Wishart says that 
the onset of the disease is rarely characterized by a 
“cold” and that the great majority of the infants 
were without any clinical evidence of an upper 
respiratory infection at the time they were toxic. 
Many infants remained without any ear infection 
throughout the whole course of the illness. Accumu- 
lations or infections found in the mastoid antrums of 





infants at autopsy are ante-mortem in origin. Both 
ear drums of many showed abnormality immediately 
preceding death. This change is an ante-mortem 
phenomenon due to forcible ejection up to the 
eustachian tubes. When mastoid infection exists, it 
is the result and not the cause of the child’s lowered 
condition. Mastoid antrum puncture for diagnosis 
of latent mastoiditis is not to be recommended. Bi- 
lateral mastoid operation as a cure for the disease 
was a failure. Operation is to be postponed as long 
as possible. The autopsies of the two intensively 
studied series of cases of acute intestinal intoxication 
show that mastoid infection was not common. There 
was no correspondence between the bacteriology of 
the infection in the upper respiratory tract and that 
in the intestinal tract. Evidence is being accumulated 
to show that the disease is of intestinal origin. 
Wishart concludes that infection of the mastoid 
antrum is not the cause of acute intestinal intoxica- 
tion in infants.—Journal A. M. A 
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ON THE INCIDENCE OF BOVINE TUBERCLE BACILLI IN 
HUMANS 


CLARENCE A. RYAN, M.D., C.M.,7 and MARIE VOLDRICH 


DETROIT, 


MICHIGAN 


The question whether the bovine type of tubercle bacillus may be responsible for the 


presence of the disease “Tuberculosis” 


in man, or whether the human type of the 


bacillus is solely to blame has been the subject of considerable research since Koch first 


demonstrated the tubercle bacillus. 


Even before that time the bovine type of tubercu- 


losis was recognized, but many, among whom was Virchow, taught that there were 


two entirely different diseases: 


tuberculosis which resulted from contact with the dis- 


ease in a human being, and a second disease which resulted from contact with this dis- 


ease in animals. Twenty years later (1882) 
Koch* wrote that he considered the two 
diseases identical and it was not until 1901, 
three years after Theobold Smith’ had estab- 
lished the differences between the human 
and the bovine type of the bacillus, that Koch 
finally agreed that tuberculosis in cattle was 
not the same as tuberculosis in humans, but 
even then he asserted that the bovine type 
did not seriously endanger humans. Ravenel,’ 
in 1902, was the first to isolate the bovine 
type of the tubercle bacillus from a lesion 
in a human being; he recovered it from a 
child. 

Koch’s statement that the bovine type of 
infection does not endanger humans seri- 
ously can hardly be accepted in the light of 
the figures presented by Park and Krum- 
wiede.* These authors state that before pas- 
teurization of milk was carried out in New 
York City, 25 per cent of tuberculous lesions 
in children under 16 years of age were due 
to the bovine type of bacillus and that in 
patients over 16 years of age this type was 
responsible for 1.31 per cent of the cases. 
At this period also, 12 per cent of the deaths 
from tuberculosis resulted from bovine in- 
fection. The figures given by various au- 
thors of the percentage of bovine infection 
in man vary. Park and Krumwiede* also 
prepared a table showing the type of bacillus 
found in 1,511 cases. The report of these 
cases was collected from the various coun- 
tries in Europe and also from the United 
States, including 478 cases of their own ob- 
servation. Of these 1,511 cases, 137 were 
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proven to be due to the bovine type of 
tubercle bacillus and of these, 76 were in 
children under 5 years of age, 46 in children 
between 5 and 16 years, and 15 were in pa- 
tients over 16 years of age. This table is 
divided into 13 different headings, namely, 
lesions of pulmonary origin, axillary and 
inguinal adenitis, cervical adenitis, abdom- 
inal tuberculosis, generalized tuberculosis 
of alimentary glands plus meningitis, gener- 
alized tuberculosis with meningitis, tuber- 
culous meningitis, bone and joint, genito- 
urinary, skin, and miscellaneous (including 
tonsils, mouth and cervical glands, sinus or 
abscess, sepsis: latent bacilli). Of these 
various headings, tuberculous cervical adeni- 
tis comprises the largest group of cases. 
There were 134 patients studied in this 
group, of which 47 had bovine tuberculosis. 
One patient was over 16 years of age, 22 
were between 5 and 16 years, and 24 were 
under 5 years of age. Generalized tuber- 
culosis of alimentary gland origin plus 
meningitis had a bovine type bacillus in 62.5 
per cent of the 16 cases studied and this 
group had the largest percentage of bovine 
type bacillus of any of the groups studied. 

Kossel’ in 1913 gathered the statistics of 
27 different investigators representing many 
of the European countries (Germany, 
France, Hungary, Sweden, Holland, Eng- 
land and Italy) as well as Japan and the 
United States. His report deals only with 
chronic pulmonary tuberculosis, and he re- 
ports three cases of bovine bacilli and two 
of mixed human and bovine, in the 832 
cases comprising his report. Therefore, al- 
though pulmonary tuberculosis is in the 
majority of cases due to the human type of 
tubercle bacillus, yet the bovine type is oc- 
casionally found. None of these three cases 
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was found in the United States. Out of 
311 cases which were reported from the 
United States, 310 were of human type, and 
in one the type could not be definitely estab- 
lished. In this connection the report of 
Munro’* is interesting. In 1928 Munro stated 
that during the past five years 5 patients at 
Glenlomond Sanatorium had expectorated 
bovine bacilli. 


In 1912 pasteurization of milk was started 
in New York State and since 1914 all milk, 
except certified milk, which is offered for 
sale in New York must be pasteurized. The 
death rate from non-pulmonary tuberculosis 
had steadily decreased from .27 per 1,000 
population in 1914 to .12 per 1,000 popula- 
tion in 1925. More striking are the figures 
presented in the case of cervical adenitis. 
Before 1914 about 50 per cent of all tuber- 
culous adenitis was caused by the bovine 
type of bacillus.’ Since 1914 fifty cases have 
been studied by the Department of Health 
of New York City, and an incidence of 
bovine type tuberculosis of only 12 per cent 
found for this classification of lesion. Fur- 
thermore, of these 12 per cent, representing 
6 children, 5 had come from outside of 
New York City and had been fed raw cow’s 
milk, leaving only 2 per cent of bovine in- 
fection contracted in the city. In England 
the incidence of bovine tuberculosis is con- 
siderably higher than in the United States. 
In 1914 Mitchell® reported on 72 children 
studied, of whom 65, or 90 per cent, were 
proven to be infected with bovine tuber- 
culosis. Mitchell did not classify the type 
of lesions present in these cases. In 1927 
Munro presented the percentage of children 
with bovine tuberculosis and showed an in- 
cidence of 26.75 per cent up to 15 years of 
age. In his group 47.6 per cent of the tuber- 
culous cervical adenitis cases were of bovine 
origin as compared with 2 per cent as given 
for the same type of lesion in New York 
City. Griffith,® in 1928, reported his findings 
in 598 patients with bone and joint lesions. 
Bovine type was proven in 20 per cent. In 
children under five years of age 33 per cent 
were bovine; between five and ten years, 24 
per cent. In patients over twenty-five years 
of age the lesions were all due to human 
type bacilli. 

Although Koch maintained that bovine 
tuberculosis did not endanger humans, his 
belief is no longer accepted. Many investi- 
gators, however, do consider a bovine infec- 
tion of less danger to life than a human in- 


fection. De Besche*® found no difference in 
virulence in the two types of infection. 
Munro considers the bovine type less virulent 
than the human type of tubercle bacilli and 
he states that infection with bovine bacilli 
tends to stimulate fibrosis. Furthermore, he 
states that a superinfection with bovine ba- 
cilli leading to chronic ulcerative pulmonary 
tuberculosis is hardly possible unless the 
superinfecting dose is very large, because 
the allergy produced by the previous tuber- 
culous infection can protect against super- 
infection with bovine bacilli but may break 
down before an invasion by the human type. 
There is no doubt, however, that tuber- 
culosis of the bovine origin is dangerous to 
man chiefly during early life.** Cobbett” 
considers that the route of infection in bo- 
vine tuberculosis is through the intestinal 
tract and in proof of this makes the state- 
ment that in bone and joint lesions the bo- 
vine type of lesion is more common in the 
spine than in the hip, and less common in 
the knee; i.e., direct infection from the ab- 
dominal cavity. Park and Krumwiede’ state 
that bovine infection is practically negligible 
in adults but accounts for from 6 to 10 per 
cent of fatal tuberculosis in young children. 
Of young children under five years of age 
dying of the disease, bovine infection was 
the causative factor in 11, an incidence of 
12.5 per cent. In the Foundling Hospital in 
New York City 5 out of 9 deaths in chil- 
dren under 6 years of age were due to bovine 
infection; all of these 9 children had been 
fed upon cow’s milk. 

To Theobald Smith and Park and Krum- 
wiede we are indebted for methods of dif- 
ferentiation between the human and the bo- 
vine strains. Theobald Smith’ started in 
1905 to work out a cultural method of dif- 
ferentiation and published his results in 
1910. His method is referred to as “the 
acid reaction curve.” His method was to 


_grow the bacilli on the surface of glycerol 


bouillon, using 100 c.c. amounts in flasks 
of uniform size, and titrating the contents 
from time to time with phenolphthalein as 
indicator. Both types of bacilli produced an 
initial progression towards alkalinity, which 
ceased after some weeks and gradually gave 
way to an acidity. Typical bovine strains 
did not produce an acidity greater than the 
original acidity of the medium, whereas, 
with typical human strains the acidity be- 
came considerably greater than at the start. 
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In the bovine type the rise in alkalinity 
was slower than with human type strains, as 
shown in the above curve, and the fall in 
alkalinity much less abrupt. The bovine type 
curve remained above the neutral level for 
at least 60 days. 

Park and Krumwiede* stated that cultural 
differences were not constant but that usu- 
ally all cultures which grew luxuriantly on 
glycerin egg from the start were human, 
whereas those with a sparse growth or no 
growth at all were bovine. To aid in the dif- 
ferentiation these authors injected rabbits in- 
travenously with 1/100 mgm. of pure cul- 
tures of tubercle bacilli. Bovine type bacilli 
always produced progressive lesions and 
death of the rabbit; the human type, in the 
above dosage, never produced, generalized 
tuberculosis, the lesion being found only in 
lungs or kidney, or both of these organs. 
Even with 1 mgm. of human type bacilli, 
the rabbits lived indefinitely though there 
was some tendency to a generalization of 
the tuberculosis. 


. 


EXPERIMENTAL FINDINGS 


The type of cases studied is shown in the 
following table: 


fo) ents 


rce of Material 


killed four to six weeks after injection and 
their organs were examined for evidence of 
tuberculous lesions. 

As soon as a sufficient amount of pure 
bacterial growth was obtained, the acid curve 
was determined according to the method of 
Long and Major.*® Their method is as fol- 
lows: Four test tubes 1 inch wide, each con- 
taining 10 c.c. glycerol-peptone broth, neu- 
tral in reaction (pH 7.0), plus 0.001 per cent 
phenolsulphonephthalein, are inoculated 
with plaques of tubercle bacilli; approxi- 
mately 0.75 cm. in diameter, sealed with 
sealing wax and incubated at 37.5° C. Once 
a week the tubes are taken out and the color 
compared with standards of known reaction 
containing the same concentration of indica- 
tor. The Dernby and Avery Comparator is 
used with a tube of broth back of the stand- 
ard when determining broth reactions, to 
compensate for the color of the medium. 


RESULTS 


Out of 25 strains, 13 showed poor growth 
on the initial media and the early trans- 
plants; but only two of these had an acid 
curve characteristic of the bovine type. Two 
well growing strains showed an acid curve 


Associated Lesions 
Gen. | Pul. | Glandul.| Perit. 


lesion (sputum or feces) 
Bone and joint lesions 
Lymph 


kin lesions 
oO 


of Bone and joint lesions 


Pure cultures of tubercle bacilli were ob- 
tained from the infected material (sputum, 
feces, pus, or excised tissue) by direct cul- 
tivation, or by homogeneization with sodium 
hydroxide or sulphuric acid, or by guinea 
pig inoculation. From an early transplant, 
1/100 mgm. of moist bacilli, suspended in 
1 c.c. of saline, was injected intravenously 
into one rabbit in order to determine the 
pathogenicity of the strain. The rabbits were 


dular lesions 
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characteristic of the bovine type, but they 
did not produce generalized lesions in the 
rabbit. None of the strains produced gen- 
eralized tuberculous lesions in the rabbit un- 
der the stated experimental condition. 


DISCUSSION 


Park and Krumwiede,* essentially in 
agreement with other workers, point out 
three characteristics which help in the dif- 
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ferentiation of the human and bovine type: 
(1) type of growth, (2). acid production, 
(3) pathogenicity for rabbits. It is well- 
known that strains of intermediary charac- 
teristics occur (see Long). The crucial point 
of differentiation is usually believed to be 
the animal pathogenicity. On the other hand 
it has been mentioned frequently that bovine 
bacilli which have been cultivated on ar- 
tificial media for a long time, decrease con- 
siderably in rabbit pathogenicity. It is pos- 
sible that a similar loss may occur after a 
long sojourn in the human body. This pos- 
sibility is suggested by observations on three 
out of five bovine strains. These three 
strains which have been cultured for years 
on artificial media, behaved like human ba- 
cilli in the rabbit; one of them had the same 
type of acid production as a human bacillus, 
while the other two behaved in this respect 
like bovine bacilli. The one “bovine”’ strain, 
which had all the characteristics of a human 
strain, was given to us by Dr. M. Soule from 
Dr. Novy’s collection, so that the accuracy 
of the initial typing cannot be doubted. 
Out of the 25 strains which were isolated 
and typed in this study, none showed, i 
the rabbit,: the pathogenicity characteristic 
of the bovine type. Four had an acid curve 
characteristic for. bovine bacilli. Two of 
these strains grew very poorly on artificial 
media at first. In other words, these two 
strains have two characteristics of the bovine 
type and one, but presumably the most im- 
portant one, of the human type. Whether 
these four strains were originally true bovine 
bacilli, which have lost their specific patho- 
genicity on account of environmental in- 
fluences, or whether they must be considered 
“atypical human” strains, must remain an 
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open question. ; It is probably safe to assign 


these four (typical) .strains.to the human 
type. But no definite statement can be made 
on this question without testing their patho- 
genicity on cattle. For all practical pur- 
poses it may suffice to state that out of the 
25 strains examined, none was found to be 
a typical bovine bacillus. Although the num- 
ber of cases is small, it is evident that the 
frequency of bovine infection in the City 
of Detroit must. be very small as compared 
with the findings in the British Isles, or those 
of pre-pasteurization days in New York 
City. 
SUMMARY 


Twenty-five strains of tubercle bacilli iso- 
lated from tuberculous lesions in 22 children 
and 3 adults, were typed, using the tradi- 
tional criteria: type of growth, acid produc- 
tion, and pathogenicity for rabbits. Al- 
though all the strains were recovered from 
the type of lesions in which the incidence 
of bovine bacilli is usually high, none of 
these 25 strains was found to be a typical 
bovine bacillus. 
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INCIDENCE OF HUMAN INTESTINAL 
PROTOZOA IN DUODENAL 
ASPIRATES 

Moses Paulson and Justin Andrews, Baltimore, te 
port on seventeen patients manifesting no clinical evi- 
dences of frank gastro-intestinal and hepatobiliary dis- 
eases but presenting virtually all forms of intestinal 
protozoa encountered in the temperate zone in dis- 
charged specimens of feces who were subjected to 
duodenal drainage for the purpose of ascertaining the 
incidence of protozoa in the duodenum and upper. jeju- 
num, and possibly in the bile ducts and gallbladder. 
The study reveals that only Giardia lamblia lives 
to the duodenum. Giardia was isolated on the first 
series of duodenal extractions in each of seven 
cases in which they were found in the discharged 
feces. 
of intestinal protozoa were isolated repeatedly from 








In the remaining ten cases all other forms . 






discharged samples of feces, but in no instance were 
any of these organisms recovered from aspirates of 
two duodenal drainages in each of nine cases and 
from four in the tenth instance. The presence of 
Giardia in B bile does not establish its habitat as 
that of the gallbladder in human subjects free from 
intra-abdominal disease. The authors feel that 
Giardia present in duodenal aspirates, under these 
conditions, is recovered from the duodenum in bile 
from the gallbladder and that no other protozoal 
forms are to be found in the upper small intestine 
and gallbladder. This is confirmatory of the pre-- 


vailing protozoological point of view. Recent con- 
trary observations in removed diseased gallbladders 
need further confirmatory study and are not com- 
parable. and should not be confused with what is 
present under 
M: A. 


“normal conditions.”-—Journal A. 
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TUBERCULOSIS IN CHILDREN* 





HENRY D. CHADWICK, M.D. 
DETROIT, MICHIGAN 


Tuberculosis should be considered one of the serious diseases of children. In the U. S. 
Registration area in 1928, it caused the death of more boys and girls under fifteen 
years of age than either whooping cough, measles, or scarlet fever and was but slightly 
exceeded by diphtheria. It cripples and maims many others. Many children are in- 
fected, and mild disease develops with symptoms and signs so slight that the condition 
is unrecognized until perhaps years have passed. We find that more than half of 
the cases of pulmonary tuberculosis in adolescence have had a preceding childhood type 





of disease. The insidious prodromal stage 
has passed unnoticed and with it the most 
favorable time for treatment. 

Tuberculosis stands second from the head 
of the column of deaths caused by communi- 
cable diseases up to fifteen years, and from 
that age to forty it leads all the rest. We 
are now in a better position to do something 
about it. We can recognize it in its incipient 
forms as it occurs in children. We know 
something of its habits and its habitat. We 
have given it a new name—childhood type 
of tuberculosis. This is to supersede the 
numerous aliases by which it has been known 
in the past. 

The term, childhood type of tuberculosis, 
has been adopted by the National Tubercu- 
losis Association and will hereafter be used 
to describe the diffuse or circumscribed le- 
sions in the lung and associated tracheobron- 
chial lymph nodes that result from a first 
infection with tubercle bacilli. 


SEQUENCE OF EVENTS 


The immediate response of the pulmonary 
tissue to a primary infection with the tu- 
bercle bacillus is a circumscribed or diffuse 
lesion which may be situated in any part of 
the lung. 

The chronological order of the stages in 
the childhood type of tuberculosis is as fol- 
lows: (1) The formation within the 
parenchyma, usually adjacent to the pleura, 
of one, or, less commonly, more than one, 
focus of tuberculous tissue, with a central 
caseation. (2) In unfavorable cases, par- 
ticularly in infants, peripheral spread takes 
place about the single focus or multiple foci 
with consequent invasion of a large area of 
lung. In favorable cases, which are not rare 
in infancy and constitute the majority of 





*This paper was presented before the Section on Pediatrics 
at the 110th Annual Meeting of the Michigan State Medical 
Society held at Benton Harbor, Michigan, September 15, 16, 
17, 1930. 





lesions in older children, the caseated area 
remains small and the tuberculous tissue 
about it becomes reduced to a fibrous cap- 
sule. (3) <A deposit of calcium usually oc- 
curs in the caseous nodule. 

A similar sequence of events takes place 
almost simultaneously in the tracheobron- 
chial lymph‘nodes that drain the diseased 
area. It not infrequently happens that the 
primary lesion in the lung is so small that 
it escapes notice, and the X-ray evidence, 
therefore, varies according to the phase of 
the disease at the time the X-ray examina- 
tion is made. It may show any one of the 
following conditions: 

1. A circumscribed or more diffuse in- 
filtration varying in extent from a few centi- 
meters in diameter to the involvement of 
nearly the whole of one lobe of the lung with 
or without demonstrable uncalcified tracheo- 
bronchial nodes. 

2. A small nodule in the lung with or 
without visible lymph node masses in the 
hilum. 

3. Masses of calcified tracheobronchial 
nodes and no obvious disease in the lung. 

4. Circumscribed masses of caseous 
nodes projecting outward from the hilum. 

There are occasional cases in which the 
infiltrative process is not absorbed and ex- 
cavation of the caseous center takes place. 
This form of lesion may then spread 
throughout the lung and result in generalized 
tuberculosis, or it may retrogress to healing. 


DIFFERENCES BETWEEN CHILDHOOD 
AND ADULT TYPES 


Adult pulmonary tuberculosis is the result 
of a reinfection from an exogenous or en- 
dogenous source. It generally begins in the 
apex, from which it has a tendency to 
spread. It is characteristic of this form that 
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the tracheobronchial lymph nodes remain 
uninvolved. 

The two types of pulmonary tuberculosis 
have the following characteristics. 


CHILDHOOD TYPE 


Usually occurs in children but rarely in adults. 

Result of a primary infection. 

May be localized in any part of the lung. 

Associated tracheobronchial lymph nodes are always 
involved but may not be demonstrable. 

Caseous lesions usually become calcified or encap- 
sulated in fibrous tissue. 

Infiltrated areas commonly resolve, leaving trivial or 
no scars except for the foci of caseation, which 
usually become calcified. 

Prognosis good. 


ADULT TYPE 


Usually occurs in adults but may be found in chil- 
dren. 

Result of a reinfection. 

Localization is apical, extending along the pleura. 
The first clinical manifestation, however, is often 
in the infraclavicular space. 

Tracheobronchial lymph nodes not involved by this 
reinfection except sometimes in the terminal stage. 

Caseous lesions usually followed by excavation or 
fibrosis, or both. 

Infiltrated areas may resolve with the production of 
more or less fibrous tissue. 

Prognosis in children is poor. 

The diagnosis depends upon the consideration of 
these factors: 

History. 

Symptoms. 

Physical signs. 

Tuberculin test. 

5. X-ray evidence. 
6. Exclusion of other causes that might produce 
similar conditions. 


fone 


HISTORY 


Inquiry should be made as to whether the 
patient has been intimately associated with 
any person who has had pulmonary tuber- 
culosis. The closer the contact, the more 
opportunity there is for infection. Pro- 
longed exposure of a child to a patient with 
pulmonary tuberculosis usually results in in- 
fection, and excessive infection produces 
disease. Relationship to a person who has 
tuberculosis, without opportunity for con- 
tact, is not important in considering diag- 
nosis. 

Symptoms. — Many children have the 
childhood type of tuberculosis without man- 
ifesting any symptoms that can be ascribed 
to the disease, although they may have a pro- 
gressive lesion. 

Weight.—Either the childhood or adult 
type of tuberculosis may be found in over- 
weight, average weight or underweight 
children. Therefore, many cases of tuber- 
culosis will be missed if only underweight 
children are examined. Those in apparently 
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excellent general condition may have an 
active focus of disease. 

Undue Fatigue—rThe tendency to tire 
easily is often noted and may be said to be 
the most common complaint in these chil- 
dren. 

Cough.—Cough may occur during the 
stage of pulmonary infiltration. It is not, 
however, a constant symptom even in this 
phase of the disease ; and, if present, is often 
attributed to a cold. It is not present after 
the perifocal inflammation has absorbed and 
the caseous or calcifying stage of the pul- 
monary nodule is reached, or when the dis- 
ease is manifest only in the tracheobronchial 
glands. 

Fever.—It should be kept in mind that a 
child’s temperature is more unstable and is 
about one degree higher than an adult’s. 
Therefore, a child’s mouth temperature may 
be within normal limits if it occasionally 
goes to 100 degrees. 

Pleurisy with Effusion—aA pleuritic ef- 
fusion occurs rather frequently in children, 
and if no other cause is known it should be 
considered due to tuberculosis of the pleura. 
The symptoms accompanying this condition 
are often so slight that the presence of fluid 
is often unsuspected. 

Occasionally an effusion will develop 
while the child is under treatment. The 
usual symptom is a sudden rise in tempera- 
ture of two or three degrees which lasts for 
a few days and then subsides. There is no 
pain to attract attention to this condition. 
A physical examination and roentgenogram 
will establish the diagnosis. Symptoms are 
so slight that the condition can easily be 
overlooked if routine daily temperatures are 
not recorded. This is not done in the home, 
and therefore a child might have a pleuritic 
effusion and the febrile symptoms that ac- 
company it might go unnoticed, or if noted 
would be ascribed to a disgestive disturb- 
ance or a slight cold. 


PHYSICAL SIGNS 


A diagnosis of some phases of the child- 
hood type of tuberculosis cannot be made 
by physical examination. Auscultation and 
percussion are of service only in finding dif- 
fuse infiltrations of the lung or such enor- 
mously enlarged nodes as are found chiefly 
in infants. Slight infiltration areas, tuber- 
culous nodules in the parenchyma, and most 
lesions of the tracheobronchial nodes can- 
not be demonstrated by physical examina- 
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tion. Asa rule, only diffuse infiltrations or 
consolidations of the ee give rise 
to physical signs. 


TUBERCULIN TEST 


A positive reaction to the tuberculin test 
always means infection with tubercle bacilli, 
but it does not necessarily indicate disease, 
or whether it is active or latent. The Man- 
toux, or intracutaneous test, is more accurate 
and with it a slightly larger number of re- 
actors will be obtained than is possible with 
the Pirquet or cutaneous technic. 


X-RAY EXAMINATION INDISPENSABLE 


An X-ray is indispensable in the examina- 
tion of a child’s chest. Without it a posi- 
tive diagnosis of the childhood type of tu- 
berculosis cannot be made. Furthermore, 
a physician, however good a clinician he may 
be, is not justified in excluding tuberculosis 
without checking his physical examination 
of the chest with the evidence that only an 
X-ray film can give. There are two groups 
of lesions peculiar to the childhood type of 
tuberculosis that should be looked for in a 
roentgenogram—the parenchymal and the 
tracheobronchial. 

The parenchymal lesions may be found in 
any part of the lung. They may be nodular 
or diffuse. If diffuse, the appearance is 
that of tuberculous pneumonia. As resorp- 
tion takes place only one or more small 
nodules, or a few strands, remain. This evi- 
dence in time may also disappear. 

The tracheobronchial node involvement 
may be seen as masses along the trachea, the 
main bronchi or their larger subdivisions. 
The density of the shadow cast by these dis- 
eased nodes depends chiefly upon the degree 
of calcification that has occurred. During 
the caseous stage, before any deposit of cal- 
cium has taken place, their density is so near 
that of the structures, vessels and bronchi 
with their delicate areolar sheath that to- 
gether fill the hilum space, that the nodes 
cannot be differentiated. In relatively rare 
instances the nodes are so large that they 
protrude beyond the normal hilum area into 
the lung parenchyma. Then the outline of 
the diseased mass can be seen, as it has a 
greater density than the lung tissue with 
which it is in contact. Perceptible lesions 
of the nodes, or areolar connective tissue of 
the hilum other than tuberculous nodes, are 
rare. Artifacts due to movement cause prac- 
tically all the diffuse ill-defined broadening 
and blurring of the hilum that is often seen. 
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In a study of the film for evidence of the 
childhood type of tuberculosis both the 
parenchymal and tracheobronchial phases 
must be looked for. One or the other, or a 
combination of both, may be present. 


DIFFERENTIAL DIAGNOSIS 


The diseases that sometimes simulate the 
childhood type of tuberculosis are broncho- 
pneumonia, bronchiectasis, pulmonary ab- 
scess, Hodgkin’s disease, enlarged thymus, 
neoplasms and mediastinal abscess. 

The parenchymal lesions of the childhood 
type of tuberculosis are chiefly to be differ- 
entiated from acute and chronic non-tuber- 
culous infiltrations of the lung. Acute bron- 
chopneumonia usually causes a sudden, se- 
vere illness, and the density in the lung clears 
rapidly. Chronic non-tuberculous infiltra- 
tions, including bronchiectasis, date from 
an attack of bronchopneumonia, often the 
bronchopenumonia of measles, whooping 
cough, or scarlet fever. In many of these 
cases, the vessels of the hilum are prominent 
and enlarged and can be traced into the 
parenchymal lesion which appears as strands 
and spots close to the diaphragm. The his- 
tory records repeated severe illnesses, with 
rapid recovery except for persistent sputum. 
Lesions of the accessory nasal sinuses or the 
tonsils may be associated with these chronic 
non-tuberculous infiltrations. 

Rounded, uncalcified masses projecting 
from the hilum or mediastinum into the 
parenchyma rarely have any other cause than 
tuberculosis. Hodgkin’s disease will occa- 
sionally come into question. Apparent 
broadening of the mediastinum due to ex- 
posure during expiration and such broaden- 
ing as normally occurs in children with 
short, deep chests should rarely be confused 
with tuberculous lesions of the nodes, since 
the former presents a smooth and uniform 
breadth, while the latter are irregularly 
rounded and usually associated with rounded 
masses projecting from the hilum. The 
thymus shadow is likewise not rounded and 
not associated with rounded masses project- 
ing from the hilum. 

Pulmonary abscess occasionally  pro- 
duces signs and symptoms that may be con- 
fused with pulmonary tuberculosis. In ab- 
scess there is usually a history of a recent 
tonsillectomy, some other operation on the 
upper respiratory tract, or pneumonia, a 
short time before cough and pulmonary 
symptoms appear. The presence of a for- 











18 





eign body in the bronchus as a possible cause 
of the condition must also be considered. 


TREATMENT 


Most important of all is to see that the 
children with the childhood type of tuber- 
culosis be separated from further contact 
with an open case of tuberculosis. That 
precaution alone may be sufficient for the 
children who show somewhat calcified or 
fibrous parenchymal nodes and slight en- 
largement of the tracheobronchial nodes, 
providing they can have the essentials of 
good treatment, which are rest, fresh air, 
suitable food and sunlight. 

The removal of physical defects that re- 
tard growth should be attended to without 
delay. It should be noted, however, that 
children with diffuse tuberculous pulmonary 
infiltrations should not be subjected to a 
tonsillectomy, as surgery in such cases often 
activates the disease. 

These children, except those with pul- 
monary infiltrations, need not be excluded 
from school, as they have no open lesions 
and therefore cannot infect other children 
with whom they associate. Open air rooms, 
summer camps and preventoria serve an ex- 
cellent purpose in giving these children living 
conditions that will aid them in healing their 
tuberculous lesions. 


PROGNOSIS 


This depends largely upon the child’s re- 
action to the tuberculous infection and also 
to the frequency and dosage of bacilli. If 
further infection is stopped, most children 
will become adjusted to their disease unless 
extensive infiltration of the lung is present. 
Children sometimes succumb to an excessive 
infection, and death in these cases is due to 
a tuberculous pneumonia which becomes 
generalized. There is also the possibility 
of the bacilli being disseminated by the blood 
stream from a small lesion and causing mil- 
iary tuberculosis, meningitis or bone lesions. 
The majority, however, are able to with- 
stand the infection, and the diseased nodules 
in the lungs and nodes become calcified and 
well walled off by fibrous tissue. Notwith- 
standing how well healed these lesions ap- 
pear to be, they are a source of danger dur- 
ing the period of adolescence. Many girls 
and some boys break down at that time with 


TUBERCULOSIS IN CHILDREN—CHADWICK 





Jour. M.S.MS. 


pulmonary tuberculosis. From one-third to 
one-half of the cases of tuberculosis of the 
adult type found in adolescents have had a 
preceding childhood type of disease that is 
evident from the calcified lesions seen in the 
roentgenogram. ‘Therefore, boys and girls 
below the age of twenty who are known to 
have the childhood type of tuberculosis 
should be advised to avoid strenuous exer- 
cise and competitive games unless their tu- 
berculin reaction is negative and contact is 
known to have ceased in early childhood. 
Without this precaution there is great dan- 
ger in these cases that excessive strain may 
reactivate the dormant focus or cause dis- 
semination of bacilli through the blood 
stream with disastrous results. 


SUMMARY 


The childhood and adult form of pul- 
monary tuberculosis are two very distinct 
types of disease. In the childhood type the 
lesion develops in nonsensitized tissue, and 
the disease is spread through the lymph 
channels to the nodes draining the diseased 
area. 

In the adult type the lesion develops in 
sensitized tissue, which tends to fix the ba- 
cilli in the infected area. When the spread 
takes place it is by continuity, by aspiration 
of infected material to other parts of the 
lungs or by the blood stream. This blood 
stream seeding may result in a localized le- 
sion in bone and joint or in any organ of the 
body or in wide-spread miliary or nodular 
disseminated tuberculosis. 

Not only is the diagnosis of tuberculosis 
in children very important, but the type of 
disease must be carefully determined. The 
decision as to its infectious nature, exclusion 
from school, necessity for active treatment, 
sanatorium care or home supervision and 
prognosis depend upon it. 

Tuberculous lesions in a child are a source 
of danger throughout adolescence and early 
adult life, although they may appear to be 
retrogressing or calcifying. The amount of 
protection afforded depends upon the 
strength and integrity of the fibrous tissue 
enclosing the areas of disease, and we have 
no way of measuring it. Healing is a slow 
process that takes years to perfect. This 


we must remember and do all that we can to 
find and safeguard the tuberculous children 
during the years of their youth. 
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DIAGNOSIS AND TREATMENT OF PULMONARY 
LOSIS IN CHILDHOOD* 


TUBERCU- 





DANIEL BUDSON, M.D.+ 
ANN ARBOR, MICHIGAN 


Recently I have had the opportunity of being with Dr. Armand-Delille at the Herold 
Hospital, Paris. At this hospital a large number of children are examined because they 
are tuberculosis suspects. A study of these cases has shown that the early lesions of pul- 
monary tuberculosis in infancy and childhood are localized, and may be classified as fol- 
lows: First, there is the small sub-cortical tuberculous nodule, usually found in the right 


lower lobe and associated with enlarged hilum glands on the affected side. 


It is what 


Kuss called the “chancre of inoculation,” and what the Germans call the “primar com- 
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plex.” There is a great tendency for this 
lesion to heal spontaneously. The second 
group of lesions consists of those in which 
only one lobe of the lungs is involved. This 
is the form which is progressive if not treat- 
ed. Lobar involvement may take the form 
of (1) massive caseous pneumonia of one 
lobe; (2) bronchopneumonic type of infil- 
tration of one lobe; (3) one finds patholog- 


ically a caseous nodule with a condensation. 


of the lung parenchyma about it, but involv- 
ing only one lobe. It is what Grancher 
called “‘spleno-pneumonia,” due to the re- 
semblance the lung parenchyma bore to nor- 
mal splenic tissue. Rarely one sees a lesion 
which is “regressive” in nature. A whole 
lung may show this condensation of its pa- 
renchyma. It corresponds to the epitubercu- 
losis, described by Eliasburg, and what has 
also been described under the term of “a 
form of tuberculosis which is spontaneously 
curable.” 

The symptoms that a child may show that 
place him in the tuberculosis suspect group 
are: loss of weight, or failure to gain 
weight in an infant, anorexia, anemia, 
chronic cough, undue fatigability, a pro- 
longed obscure fever. Many children show 
practically no symptoms in the early stages 
of progressive tuberculosis. Physical signs 
may be entirely absent. Occasionally there 
are transient rales, or some impairment of 
the percussion note. Rarely, a tuberculous 
pneumonia involving one lobe may give all 
the classical signs of consolidation. On the 
whole the physical examination is not de- 
pendable as an aid in the diagnosis of early 
lesions in childhood tuberculosis. 





*From the Department of Pediatrics and Infectious Dis- 
eases, University Hospital, Ann Arbor, Michigan. This paper 
was presented before the Section on Pediatrics at the 110th 
Annual Meeting of the Michigan State Medical Society held 
at Benton Harbor, Michigan, Sept. 15, 16, 17. tat 

+Dr. Daniel Budson is a graduate University of Le 
Medical School, 1927; ‘‘Assistant Etranger,” Herold Hos 
pital, Paris, France; Instructor, Department of Pediatrics 
pes Infectious Diseases, University of Michigan Medical 

chool. 








The diagnosis of childhood tuberculosis 


‘rests on four points. First, a history of ex- 


posure to tuberculosis. Tuberculosis in 
childhood is essentially a familial or human 
contact disease. The infant, in his intimate 
contact with his mother and father or other 
members of the family who may have tuber- 
culosis, receives frequent and massive ex- 
posure to the tubercle bacillus. Often one 
finds an old grandparent with a chronic 
cough who is the cause of exposure. Ina 
series of cases reported from the Herold 
Hospital there was a positive family history 
of tuberculosis in 100 per cent. Most clin- 
ics report figures from only 15 to 50 per 
cent. The high figures at the Paris Hospi- 
tal may be attributed to the excellent social 
service personnel which investigates all 
families very thoroughly. 

A second diagnostic point is the tubercu- 
lin reaction. A negative reaction is fairly 
good evidence against tuberculosis, provid- 
ed one takes into account a negative reaction 
due to the preallergic stage of tuberculosis, 
overwhelming tuberculous infection, and 
conditions in which tuberculo-allergy is de- 
pressed, such as influenza, measles and per- 
tussis. A positive reaction in France, in 
children under two years of age, is fast los- 
ing its importance, because such a large 
number of this age group has been vaccinat- 
ed with the B.C.G. 

The X-ray is by far the most important 
diagnostic agent in the early diagnosis of 
tuberculosis in infancy. Upon it often lies 
the entire burden of proof of tuberculosis. 
The lesions found in the X-ray correspond 
closely to the pathologic classification al- 
ready mentioned. The primary nodule ap- 
pears as a small dark spot, often subcortical 
and in the right lower lobe, and associated 
with mediastinal shadows due to enlarged 
tracheo-bronchial glands. The greatest 
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number of films show shadows which have 
a lobar aspect. They are usually triangular 
in shape, with the base of the triangle in the 
axillary region, and the summit at the hi- 
lum. The shadow is often mottled due to 
bronchopneumonic type of infiltration, or 
the shadow may be of even density through- 
out. In epituberculosis there is a dense 
shadow of a whole lung. If it is regressive 
in nature, it clears gradually at the periph- 
ery, leaving finally a small residual spot, the 
primary focus. 


It is usually impossible to collect sputum 
from infants and children. By the simple 
procedure of washing out the stomach for 
the sputum swallowed, one may find the tu- 
bercle bacilli. The technic in brief used at 
the Herold Hospital is as follows: The 
stomach is lavaged before breakfast with 
weak soda bicarbonate solution. If gross 
tuberculous material is found it is examined 
at once. If not, the washings are homo- 
geneized. The fluid is centrifuged; to the 
sediment 30 c.c. of water and 10 drops of 
normal sodium hydroxide are added; this 
is heated ten minutes. If the specific grav- 


ity is above 1.007, alcohol is added. Then it 
is centrifuged for 45 minutes at high speed 
and the sediment is stained by the Zeihl- 


Neelsen method. By this method tubercle 
bacilli were detected in over 30 per cent of 
the cases in early stages of the disease. It 
is often necessary to repeat the process sev- 
eral times. In a few cases tubercle bacilli 
were found only after a pneumothorax was 
performed. One may also culture this ma- 
terial and inject guinea pigs, and by this 
means tubercle bacilli will be found in even 
a larger per cent of the cases. 


Enlarged tracheo-bronchial glands are an 
essential part of the picture of childhood tu- 
berculosis. I am considering its diagnosis 
separately for convenience. It occurs with 
every parenchymal lesion or may occur 
alone. Symptoms are of little aid in making 
a positive diagnosis. Marfan, the dean of 
French pediatricians, describes two func- 
tional symptoms which when present in 
children under two years of age are indica- 
tive often of greatly enlarged hilus glands. 
There is a so-called “bitonal cough,” which 
is a brassy, two-toned cough, sel which is 
difficult to describe; and there is a respira- 
tory stridor. Neither sign is constant. Phys- 
ical findings are of little help in diagnosis, 
as a comparison with X-ray, and autopsy 
findings have shown them to be inconstant 
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and unreliable. It has been nicely summa- 


rized by a committee appointed by the Na- 


tional Tuberculosis Association, when they 
say: “D’Espine’s sign, as indicative of en- 
larged tracheo-bronchial glands, is to say 
the least of doubtful value. Eustace Smith’s 
sign is so generally present in normal chil- 
dren that it is of little or no practical diag- 
nostic worth. Determination of interscapu- 
lar dulness requires such a nicety of technic 
that even masters of percussion disagree as 
to the absence or presence of significant find- 
ings in this region of the chest.” The only 
way, then, to make a positive diagnosis iS 
by the X-ray. The anterior-posterior view, 
however, does not always reveal the glands, 
and it is always necessary to obtain a lateral 
view. The lateral film permits a view of 
glands covered by the heart in anterior-pos- 
terior section, and particularly exposes the 
gland which lies just below the bifurcation 
of the trachea. 

The treatment of juvenile tuberculosis has 
two aspects, prophylaxis and actual treat- 
ment of the disease. As tuberculosis in in- 
fancy is largely a contact disease, it can be 
prevented by removal of the patient from 
the source of contact, and in the case already 
affected to prevent further contact. Gran- 
cher, in France, early recognized this prin- 
ciple, and established the system which bears 
his name. In the Grancher system, thou- 
sands of French children are boarded out in 
country homes, away from family tubercu- 
lous contacts. 

Separation of parent from child is a se- 
rious measure, but not until recently was 
there found any other way out of the diffi- 
culty. Dr. Calmette’s vaccine, the B.C.G., is 
now used extensively in France to prevent 
tuberculosis. The B.C.G. or bacillus Calmette 
Guerin, was prepared from a virulent bovine 
tubercle bacillus which has become avirulent 
for man after 230 successive passages on 
potato bile medium. Given in the first ten 
days after birth to an infant of a tubercu- 
lous mother or living in a tuberculous house- 
hold, it prevents tuberculosis. It is given 
orally in three doses. After the first ten 
days it must be given subcutaneously. Al- 
ready over 130,000 children in Paris alone 
have been vaccinated from July, 1924, to 
January, 1929. 

The actual treatment of early pulmonary 
tuberculosis in children is collapse of the 
affected lung by artificial pneumothorax. 
Conservative treatment of early tuberculous 
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lesions has been abandoned at the Herold 


Hospital in Paris. Observations on a large 
number of patients treated by the sanato- 
rium method, before the pneumothorax was 
introduced in childhood _ tuberculosis, 
showed that tuberculosis was a progressive 
and finally fatal disease in a large per cent 
of the cases. One could observe lesions, pri- 
marily localized to a part of one lobe, ex- 
tend to the whole lobe, pass to other lobes 
and finally involve both lungs diffusely, if 
miliary tuberculosis or tuberculous menin- 
gitis did not intervene in the meantime. 
These experiences have led to the logical 
conclusion that every case of localized uni- 
lateral pulmonary tuberculosis in children 
should receive immediate compression ther- 
apy by pneumothorax. 


The opposite lung may show increased hi- 
lum shadows, or enlarged glands. These 
are not contraindications to pneumothorax 
of the involved side. One often sees small 
round spots in the apex of the opposite lung, 
which gradually fade away with collapse of 
the grossly affected lung. 

In such cases, i. e., unilateral tuberculosis 
treated by unilateral pneumothorax, at the 
Herold Hospital, Dr. Armand-Delille reports 
a 9 per cent mortality in 300 cases. The best 
results are obtained by unilateral pneumo- 
thorax. However, bilateral pneumothorax 
is now practiced in cases of bilateral pul- 
monary tuberculosis. As these cases have a 
poor prognosis anyway, a procedure as 
harmless as pneumothorax is _ justified. 
With this procedure further progressive 
evolution of the lesions is stopped and often 
a cure can be obtained. Only cases with lo- 
calized lesions in each lung should have a 
bilateral collapse. Obviously, bilateral tu- 
berculous bronchopneumonia and miliary 
tuberculosis are contraindications to bilater- 
al pneumothorax. The technic of artificial 
pneumothorax is a comparatively simple 
one. It differs somewhat on the continent 
from the methods in vogue in the United 
States, but the principle is the same, that is, 
collapse of a lung by introduction of gas 
into the pleural cavity, and to keep the lung 
collapsed by periodic refills. Pneumothorax 
is an entirely innocuous procedure. Occa- 
sionally certain complications occur. Lo- 
calized and generalized subcutaneous em- 
physema is seen. It is harmless and disap- 
pears spontaneously. Sudden accidents such 
as syncope and convulsions described in 
adults have not been observed in infancy. 
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A common complication is a pleural effu- 
sion. It occurs in 25 per cent of the cases. 
It is sterile and disappears if left alone. 


After artificial pneumothorax, one ob- 
serves in the majority of cases a complete 
transformation of the patient. The tubercle 
bacilli disappear from the sputum. The 
temperature curve drops to normal. There 
is a gain of weight. Puberty is established 
normally. After the first few weeks, when 
the temperature is down to normal, the pa- 
tient is allowed to be up and about. Usually 
these patients receive refills twice a month, 
and suffer absolutely no inconvenience from 
them. Even cases with both lungs collapsed 
walk into the treatment room and walk out 
after the collapse. After three years of col- 
lapse, if there are no symptoms, the lungs 
are allowed to expand gradually, a careful 
watch being maintained of the temperature, 
pulse, weight and cough. 


Heliotherapy is a valuable agent in the 
treatment of tuberculosis. Using the tech- 
nic of Rollier, one exposes the less sensitive 
parts of the skin, first the feet and legs, then 
abdomen, and gradually works up until the 
entire body is exposed daily for several 
hours. No harmful effects are obtained 
with exposure of the chest. 

In a few cases, when the temperature fails 
to drop after a collapse of the lung, injec- 
tions of tuberculous antigens have been em- 
ployed with apparent success. 

The particular antigen used at the Her- 
old Hospital was called the ‘‘antigene meth- 
ylique’”” and was prepared by Boquet and 
Negre of the Pasteur Institute. Needless 
to say, appropriate diet, cod liver oil, and 
medication as the case may require make up 
part of the accessory treatment. What are 
the results of pneumothorax? Dr. Ar- 
mand-Delille reports a 15 per cent mortality 
in 500 cases of all kinds, unilateral and bi- 
lateral. The usual mortality in cases treated 
by sanatorium care is over 70 per cent. In 
summarizing, therefore: The early diagno- 
sis of pulmonary tuberculosis in children 
depends on four criteria, a history of con- 
tact with tuberculosis, a positive tuberculin 
test, the X-ray, and tubercle bacilli found in 
the lavaged stomach contents. In a cer- 
tain per cent of the cases a family history of 
tuberculosis may be lacking, and in only 30 
per cent of the cases are tubercle bacilli 
found. Consequently the diagnosis often 
rests solely on a tuberculin test and X-ray 
findings. 





The treatment in early cases is immediate 
induction of artificial pneumothorax. Only 
with this means can one prevent progressive 
evolution of early tuberculosis to bilaterali- 
zation, miliary tuberculosis, or tuberculous 
meningitis. 
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DISCUSSION ON PAPERS BY DR. HENRY D. CHADWICK 
AND DR. DANIEL BUDSON 


Dr. B. A. SHEPARD: 
press my appreciation of these two excellent papers 
we have just heard. 
when the medical profession take up the work of 
such investigation and study of tuberculosis in 
childhood. It is surely an advance in gaining con- 
trol of the disease. Most of us recall how difficult 
it has been to interest the professional men in this, 
but now the medical profession is taking up the 
duties and it gives us hopes for greater strides in 
the work. 

I was surprised at the statement made by Dr. 
Budson that the primary nodule of infection usually 
occurred in the right lower lobe. I do not believe 
that is quite according to Ghon’s figures, although 
they do appear there in a larger percentage of cases 
than we used to consider; still it only averages a 
little higher than in other portions of the lung. 
Usually, as the Doctor says, it is subpleural, but the 
nodule of Ghon may be found anywhere throughout 
the lung, as I understand it. Perhaps we over- 
estimate the size of the little nodule that it may 
even require microscopical study to find. 

The diagnosis of tuberculosis in childhood has 
caused a great amount of discussion among those 
working along that line as to a comparative value of 
methods, and I recall some very warm discussions. 
One man says X-ray is the whole thing, the other 
makes it secondary to physical findings, while an- 
other lays still greater stress on the tuberculin test. 
Personally I believe that if we get a positive tuber- 
culin reaction in a sick child, it is our duty to dis- 
prove the presence of active tuberculosis, rather than 
prove it. If a child shows a positive tuberculin reac- 
tion and we cannot explain the symptoms on other 
grounds, we should not allow him to get away with 
a negative diagnosis. The X-ray is very impor- 
tant, but the absence of positive findings with it in 
the presence of symptoms and a positive tuberculin 
test, does not justify a negative diagnosis; we are 
going to miss some very unhappy tuberculous cases 
if we do allow such diagnosis. 

As to symptoms, I do not believe we need to fig- 
ure underweight, as was stated. It has been my 
experience, and I believe it has been that of Dr. 
Chadwick and Dr. Myers and others, that a large 
percentage of these tuberculous cases are over- 
weight. It seems to me that one of the big factors 
is fatigue—fatigue unexplainable from any other 
cause—fever and irritability. It has not been men- 
tioned, but it seems to me that an important symp- 
tom is that we often find these children irritable and 
hard to handle. As to physical signs I believe that 
Dr. Chadwick says we cannot depend on them, and 
I agree with him. 


Mr. Chairman, I want to ex- , 


It is surely a healthy sign’ 


Going back to the X-ray there is one thing we 
need to keep in mind and that is the peritoneal 
glands. Dunham and his coworkers have shown 
about five per cent of his children to have definitely 
calcified peritoneal glands and this with the cervical 
and other glands should be kept in mind, although 
we do not always find a definite gland shadow. 

I would like to ask Dr. Budson or. Dr. Chadwick 
whether there is allergy created by the B.C.G. vac- 
cination. I have seen nothing on that and wonder 
if they have any information. 

I want to emphasize the point brought out by Dr. 
Chadwick in regard to anesthetic procedures in tu- 
berculous children, especially where we have the 
parenchyma of the lung involved. We find the gen- 
eral man and the surgeon ignoring it and so caus- 
ing breakdowns after an anesthetic, even after im- 
munization is well established. 

I again wish to express my appreciation of these 
excellent papers. 

Dr. Henry D. CHapwicx: I am sorry I did not 
hear all of Dr. Budson’s paper. 


I would like to comment on the location of the 
focus of primary pulmonary tuberculosis. Some 
time ago my associate and myself looked over three 
thousand chest films and plotted on a single X-ray 
film the location of the primary foci that we found. 
In that three thousand films there were three hun- 
dred and eight primary nodules. After they were 
plotted on a single film, it was difficult to tell wheth- 
er one area showed more than another, they were 
so evenly distributed over both lungs. 


Dr. Budson stated that in post-mortem examina- 
tions they found more in the right lower lobe. Of 
course, there are many that we cannot see in the 
X-ray that can be found by pathologists, but if we 
take into account the area of the lower lobe as 
contrasted with that of the upper lobe we should 
expect to find more in that location. It seems to 
me that if we compare area for area the lesions are 
no more apt to be found in one section of the lung 
than in another. 


Some years ago I thought that I could map out 
tracheobronchial nodes by percussion. I was quite 
confident of it until I checked up my physical ex- 
aminations with an X-ray. Now I know that I 
cannot map out tracheobronchial nodes by physical 
examination except in rare instances of massive dis- 
ease. When there is definite impaired resonance in 
the interscapular space, I think it is due to muscular 
spasm caused by the diseased nodes, and not to the 
mass itself. 


One can find: the pulmonary pneumonic lesions if 
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they are quite large, but the small ones give no ab- 
normal physical signs. 

I cannot add anything to what Dr. Budson has 
said in regard to allergy. 

Dr. Brachman, of Detroit, about two years ago 
used some of the Langer vaccine but found it very 
difficult to get the right types of cases on which to 
try it. Out of eighty-nine infants that he selected as 
having a tuberculous parent and uninfected as dem- 
onstrated by tuberculin tests, he was able to get but 
five whose parents would permit vaccine to be used 
and would consent to the necessary isolation after it 
had been administered. 

Its use is limited to very young children who are 
subject to exposure to tuberculosis but are as yet 
uninfected. Following the use of the vaccine the 
child must be separated from all possible sources of 
infection with the tubercle bacillus until immunity 
has been acquired. This takes three or four months. 


Dr. Isaac A. Ast (Northwestern University, Chi- 
cago, Ill.): It is unfortunate for me that I did not 
hear all of Dr. Budson’s valuable paper. But I have 
a word to say about the family history. I think Dr. 
Budson and all of you will agree with me that the 
important point so far as the life and the health of 
the infant is concerned, depends upon the existence 
of an active or open tuberculosis in some member 
of the family, though of course the same condition 
applies to a relative or servant or to any individual 
who is suffering from active disease and comes into 
intimate contact with the baby. It is generally 
agreed that altogether too often in early life the in- 
fection comes from human contact. 

With reference to obtaining sputum, I personally 
have little success in obtaining this material which 
is so valuable for diagnosis. Of course, it may be 
obtained sometimes by the passage of a catheter 
into the esophagus and securing some bronchial se- 
cretion upon the withdrawal of the tube. It has also 
been recommended to introduce a gauze swab wrap- 
ped about the end of the finger well down into the 
pharynx and when coughing is provoked to wipe 
out the secretions coming from the bronchi. At any 
-_ children under 6 or 7 rarely expectorate volun- 
tarily. 

I think Dr. Budson will corroborate me when I 
say that one should distinguish between tuberculosis 
infection and tuberculosis disease. Many infants are 
infected without the development of active tuber- 
culosis. We have only to think of the metropolitan 
statistics where young children give a positive Pir- 
quet reaction, 70 to 90 times out of every hundred 
children examined. 

Perhaps the majority of human beings are infect- 
ed during young life. If this infection remains 
confined to the bronchial glands a spontaneous cure 
is likely to take place, which probably happens in 
the vast majority of cases. 

It is probable that the bronchogenic route of infec- 
tion is the most frequent in young life. Ghon and Al- 
brecht have shown that a primary lesion occurs in 
the parenchyma of the lung, following which the ad- 
jacent glands become infected. This is probably the 
most frequent form of tuberculosis in childhood. 
Certainly in such cases where the disease is limited 
to the bronchial or mediastinal glands, there is no 
indication for pneumothorax operations. It seems 
to me there can be no debate about the condition 
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which would indicate the production of an artifi- 
cial pneumothorax. If the pulmonary disease is 
progressive and destructive, associated with the 
usual subjective findings observed in such cases, the 
production of artificial pneumothorax may be con- 
sidered. 

I have been asked to say a word about B.C.G.,, 
the recently obtained French product which was 
discovered by Professor Calmette, and advocated 
for use as an immunizing agent against tuberculo- 
sis. It is difficult to express any final opinion at 
the present time on the merits of this treatment. 
People who are engaged in investigating this im- 
munizing agent are not in complete agreement. 
There are those who, like Professor Calmette, are 
its most ardent advocates. There are others in Eu- 
rope and America who are not only skeptical, but 
violently opposed to its use. Some work is being 
done at present by using the dead or autoclaved tu- 
bercle bacilli for purposes of immunization. 

At any rate, B.C.G. is still in the experimental 
stage and we must not use it therapeutically until 
we are certain that it can do no harm. 


Dr. Dante Bupson (closing the discussion) : 
reference to the primary nodule being in the teas 
lower lobe, I might say it of course can be found 
in any part of the lung, but it so happened in a 
large number of cases at the Herold Hospital that 
the greatest number were found in the right lower 
lobe. 

Relative to allergy in B.C.G., Dr. Weill-Halle in 
Paris is doing the practical work of vaccination for 
Calmette. In his work published in the French 
journals he has shown that not all children vacci- 
nated with the B.C.G. develop a positive tuberculin 
test. I think the percentage was 50 of 60. Also, 
the tuberculin reactions usually become negative at 
the end of two years. However, Dr. Calmette states 
he is not quite sure that immunity and allergy go 
together, and possibly these cases still have some 
immunity against tuberculosis after the tuberculin 
test becomes negative. This has been shown in his 
vaccination of cows, in which the tuberculin reaction 
became negative; yet they were immune to certain 
dosages of tubercle bacilli which would be fatal to 
cows that were not vaccinated. 

I would like to emphasize just two points that I 
brought out at the beginning of my paper in answer 
to those who were not present then. One, the point 
of sputum. Children swallow their sputum, but by 
the simple procedure of washing out their stomachs 
one can find tubercle bacilli in the washings of about 
30 per cent of the cases. As Dr. Chadwick has 
said, there may be cases of broncho-pneumonia diffi- 
cult to differentiate from tuberculous broncho-pneu- 
monia, unless one can fined tubercle bacilli in the 
sputum. I believe this procedure should be prac- 
ticed more extensively. 

Also in regard to treatment: Dr. Armand-Delille 
in Paris is very radical in his treatment. He believes 
in inducing artificial pneumothorax in every case of 
tuberculous consolidation, such as was shown on 
the screen. Though it is true that a certain percent- 
age of these cases will clear up spontaneously, many 
will have relapses, develop miliary tuberculosis and 
tuberculous meningitis. So when he is presented 
with a case of childhood tuberculosis, he always fa- 
vors a pneumothorax and thus feels that he is pre- 
venting the possible generalization of the process. 
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GALL STONE INTESTINAL OBSTRUCTION 
CASE HISTORY 


G. J. CURRY, 39D. FACSt 
FLINT, MICHIGAN 


The following is the report of a case of rather unusual interest—an intestinal obstruction caused by the 
presence of a gall stone. The patient, Mrs. M., aged 48, entered Women’s Hospital, Flint, Michigan, on June 
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4, 1930, at9 a.m. She was acutely ill, complaining of severe generalized, cramp-like pains in her abdomen, 


nausea, and vomiting. The symptoms had been present for 21 hours. 


The vomitus was of a greenish 


yellow color, moderately profuse and occurring at approximately hourly intervals, preceded each time by 


nausea. 
abdominal quadrant. 


The abdominal pain was generalized, with the point of greatest intensity in the right lower 
The patient had never had any such previous attacks, although there was a defi- 


nite history showing periods of constipation, at which time the patient noticed some abdominal disten- 


tion accompanied by indigestion and gas. 
intestinal diseases; 
gesting gall bladder or appendiceal pathology. The 
patient had passed the menopause at 45 with no 
untoward complaints. She had one child grown to 
manhood, by a normal labor. There were no signs 
or symptoms suggesting pelvic disease or pelvic 
visceral misplacement. She had always enjoyed com- 
paratively good health with the regular habits one 
usually finds in a farmer’s wife. 

Examination: The patient is a female adult, ap- 
proaching 50, moderately obese, complaining of 
abdominal pain. She vomited once during the exam- 
ination, the vomitus being a greenish yellow color. 
The eyes, ears, nose, throat, and neck showed no 
evidence of pathology. The lungs were essentially 
negative to inspection, palpation, percussion, and 
auscultation. The heart rate was 120 with regular 
sounds of fair quality; no murmurs heard. The 
lower border was at the nipple line, the apex beat 
at the 5th intercostal space, with the right border not 
outlined. The respiratory rate was 26. Abdomen: 
Above the costal margin, indicating moderate dis- 
tention; there was tympany throughout, with all the 
muscles in spasm. Tenderness more marked over the 
right lower quadrant. No masses seen or felt. Vag- 
inal examination: There was some tenderness in 
the right adnexa and cul-de-sac. The uterus was 
movable and of normal size; cervix, non-patholog- 
ical. The perineum, moderately relaxed, associated 
with an old second degree laceration. Rectal exam- 
ination: Tenderness was elicited over the right ileo- 
cecal fossa. The remainder of the examination— 
negative. Catheterized urine specimen, negative. 
Blood count, 14,200 w. b. c. Differential not made. 


Diagnosis: 1. Intestinal obstruction, type not de- 
termined. 2. Possibility of acute appendicitis. 

Advice: Immediate operation. 

Operation: A long right rectus incision was made 
extending 2 inches above the umbilicus, downward 
about 6 inches. There was considerable serous fluid 


encountered upon incision through the peritoneum. - 


Pelvic exploratory revealed no pathology. The ap- 
pendix was easily delivered, and appeared to be 
normal. Five inches from the ileo-cecal junction, 
there was felt a hard mass with irregular contour, 
about the size of a small egg, in the canal. It was 
causing complete obstruction at this point, and could 
not be moved distally or caudally. The proximal 
bowel was distended, and the distal, collapsed. A 
longitudinal incision was made over the mass, for 
removal. This incision was made near the mesen- 
teric border and closed with a double layer of linen. 





+Dr. Curry is a graduate of the University of Michigan 
Medical Department, 1915; Long Island College Hospital, 1915- 
1916; United States Army, Surgical division, 1918-1919. He 
is Past Chief of Surgical Service, Hurley Hospital ; Member, 


staffs—Hurley, St. Joseph’s and Women’s Hospital, Flint. 





There was no history of typhoid fever or any other gastro- 
no symptoms referable to the genito-urinary system; and no signs or symptoms sug- 








The abdomen was closed without drainage. The 
gall bladder area was not explored. 

The patient’s convalescence was uninterrupted, and 
she was discharged on the 12th day with no com- 
plaints either subjective or objective. The wound 
had healed by primary union. 

I am herewith submitting the report of Dr. Him- 
melburger, head of the pathological department of 
Women’s Hospital, together with photographs of the 
mass: “Specimen consists of calculus of irregular 
shape, the maximum diameter of the specimen is 3 
cm., and it has an irregular nodular surface. On cut 
section there is a central portion which is 18 mm. in 
diameter, that is composed of mixed cholesterin ma- 
terial, and an outer cortex-like structure which is 6 
mm. in thickness. This outer portion is homoge- 
neous, soft material containing calcium on chemical 
examination, and is apparently laid down upon the 
nucleus of mixed cholesterin stone. This is nearly 
pure cholesterin, similar in all respects to ‘pure 
cholesterin biliary calculi.” Our conception of this 
specimen is that the central medullary portion of the 
cholesterin material is of biliary origin, while the 
balance of the calculus was laid upon this cholesterin 
nucleus in the intestinal tract. True enteroliths of 
intestinal origin rarely if ever contain cholesterin. 
They nearly all contain calcium, however, as is the 
case with practically all stones of gall bladder origin. 
The external and cortical portion of the specimen 
gave but an imperfect test for bile, and no cholesterin 
crystals could be found in this portion on micro- 
scopical examination. As before stated, it is alto- 
gether possible, and quite probable, that the choles- 
terin portion of the calculus was passed into the in- 
testinal tract from the gall bladder, and for over 
a considerable length of time in this location grad- 
ually increased its size by the addition of the so- 
called cortical portion.” 

Discussion: A gall stone obstruction is a condi- 
tion in which a large gall stone has made its way 
into the intestine, and has become impacted in some 
portion of the intestinal tract. This form of an 
acute intestinal obstruction is very uncommon, and 
this is the only case of its kind that I have ever had. 
One of my colleagues in Flint has seen only two 
cases in 35 years, and in both instances the patient 
died from peritonitis associated with ulceration. 
It accounted for less than 1% of 3,000 cases of 
acute obstruction collected from the statistics of 
seven London hospitals in 4 years, 1920 to 1924 in- 
clusive. It is met with five times as frequently in 
women as in men. A gall stone of one inch or more 
in diameter is very liable to obstruct the bowel. The 
terminal portion of the ileum is the most frequent 
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Fig. 1. Cross section: Gall stone removed from terminal ileum. Fig. 2. External view: Gall stone removed 
Three times actual size. Author’s case. Note darkened central por- from terminal ileum. Two times actual size. Au- 


tion—cholesterol deposits around a central nucleus. 


site. Probably in two-thirds of all the cases, the cal- 
culus is impacted in a segment of the bowel. The 
actual point of impaction depends very largely upon 
the size of the stone. The larger the gall stone, the 
higher the point of impaction. Its entry into the 
intestinal tract may be through an enormously dilated 
common bile duct, or it may ulcerate through the 
wall of the gall bladder, directly into the intestinal 
tract. During its habitat in the gut, there may be 
added deposits of hardened fecal material, which 
increases its size. 

There may or may not be an old history of ob- 
scure epigastric or right hypochondriac pain, leading 
back many years, and described by the patient as 
indigestion. The calculus which produces the gall 
stone ileus is almost always a single stone, and too 
large to have engaged the biliary duct. The symp- 
toms otherwise are those of an intestinal obstruc- 
tion which are so well known, and which demand, 


thor’s case. 


as in all cases of intestinal obstruction, immediate 
surgical intervention. 

Occasionally the condition is diagnosed as one of 
gall stone obstruction, if there is a clear-cut pain 
on pressure over the gall bladder area, associated 
with definite evidence of intestinal obstruction; but, 
due to the rarity of this condition, it would be a for- 
tunate conclusion, and we are doing well if we ob- 
serve the case as one of intestinal obstruction. 
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MEDICAL IMPRESSIONS OF SOVIET RUSSIA 


JOSEPH E. G. WADDINGTON, M.D., C.M.+ 
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The great English statesman, Gladstone, over fifty years ago enunciated the economic 
principle: “The health of the people is the wealth of the Nation.” Lenin, the keen, 
prophetic and altruistic mind of Soviet Russia, realized this same fundamental truth 
and, through the “Five Year Plan,” is being developed an intensive and extensive course 
of education, admirably designed to conserve the health and wealth of a far flung hetero- 
geneous nation of over one hundred and sixty million people. 

Realizing the nation’s economic dependence upon adequate electrification, a commis- 


sion was appointed by Lenin to survey the 
country’s resources and determine where 
electrical energy could be most advanta- 


*Dr. Waddington is a graduate of Indiana Medical Col- 
lege; also the Bennett College of Medicine, 1911. He special- 
izes in physical therapy. Dr. Waddington is a member of the 
American Medical Editors’ Association. His hobby is foreign 
travel. During a half dozen trans-Atlantic voyages he has 
covered Europe rather thoroughly as well as South America. 
He is one of the most widely traveled members of the med- 
ical profession in this State. During the past summer he 
spent several weeks in Soviet Russia and as a result the 
Journal of the Michigan State Medical Society is here priv- 
ileged to publish his ‘Medical Impressions.” 











geously developed. It was soon discovered 
that this necessarily involved a_ parallel 
scheme for nationalized industrial and agri- 
cultural expansion. The “Five Year Plan,” 


initiated in 1928, is the concrete application 


of the commission’s report. 
With an illiterate peasant population of 
eighty per cent, the numerically small but 
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shrewdly intelligent Communistic or gov- 
erning party forcibly realized the necessity 
for national education: cultural, profession- 
al (vocational), and hygienic. Without 
health and healthful surroundings the de- 
sired peak of industrial and agricultural en- 
deavor could not possibly be attained and, 
consequently, realizing that “the health of 
the worker is the work of the workers them- 
selves,” each and every worker is assiduous- 
ly supervised by the People’s Commissariat 
or Department for the Protection of Health. 

It must first of all be clarifyingly under- 
stood that Soviet Russia is a government 
uncompromisingly by and for the people or 
workers themselves. The worker or pro- 
ducer is more highly honored and privileged 
than a government employee, clerk, physi- 
cian, or lawyer. There is very little private 
industry or initiative; practically everything 
and everyone is controlled by the State. In- 
dividualization is severely condemned but 
collectivization in industry and agriculture 
is being vigorously promoted. Naturally, 
therefore, all physicians and medical insti- 
tutions are appanages of the government. 

Soviet medicine believes strongly in spe- 
cialization; the undergraduate is encour- 
aged to select a specialty upon which to con- 
centrate his studies and, if graduated from 
the general medical courses without evincing 
any specialized proclivity, the young physi- 
cian is urged to continue his studies along 
some special phase. There are over twenty 
“State Scientific Institutes’ located in Mos- 
cow, whose experimental researches and the 
training of specialists in various branches of 
medicine efficiently supplement the practical 
work of the nine administrative bureaus into 
which the Commissariat of Health is di- 
vided. The Microbiological, Biochemical, 
Tuberculosis, Venereal, Dental, and Balneo- 
logical Institutes; the Institutes of Physical 
Therapy and Orthopedics, of Therapeutic 
Apparatus, for the control of Sera and Vac- 
cines, for the*Protection of Motherhood and 
Infancy, indicate the comprehensive scope of 
these scientific health laboratories. 

Soviet Medicine came into existence July 
21, 1918, being erected upon the funda- 
mental principles of accessibility and of free 
medical service to all. It was at this epoch 
that the last outbreaks of devastating epi- 
demics were extinguished, and Moscow, the 
seat of government, then promulgated this 
health truth: “It is by struggling against 
epidemics that we improve the healthfulness 
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of work and of living in general.” For the 
first time in Russia, dispensatories were in- 
stituted for the benefit of the entire working 
population at Moscow. This wholesale free 
medical service to workers was firmly estab- 
lished by all the institutions for medical 
relief and all the sanitary organizations re- 
modeling their work upon the system em- 
ployed by the dispensatories for fighting tu- 
berculosis.° Today every individual worker 
and his or her family is under constant med- 
ical supervision. The Obouch Institute for 
Professional Diseases is the prototype from 
which the Moscow government expects’ 
eventually to evolve scientific hygienic care 
for the entire nation. Under this plan the 
government does not wait for the patient 
to find the physician but sends the physician 
in search of the prospective patient among 
the different laboring groups brought into 
scientific observation by a central dispensa- 
tory. Commissions of possibly a dozen or 
more medical and sanitary experts are sent 
to factories, industrial plants, mines, farms, 
to investigate at the source the effects of the 
various trades (professions) upon the health 
and industrial activity of the laborer. 
Investigating the deleterious effects of 
trade poisons and irritants; special and gen- 
eral weakness produced by violent work, by 
prolonged hours, excessive noise; nervous 
instability of teachers and students subject- 
ed to varying mental strains—these are but 
indications of the paternalistic care of a 
government which, realizing that nothing is 
ever to be attained without well-directed la- 
bor, denies nothing to increasingly substan- 
tiate its interests. The Institute is expand- 
ing its researches through the pervading 
principle that a dividing line between work- 
ing and non-working or social hours cannot 
be professionally determined. It realizes 
that the hygienic influences surrounding the - 
worker when at work cannot be scientifically 
divorced from similar hygienic ascendency 
exercised throughout the domestic and so- 
cial life and environment. The laborer is 
thoroughly overhauled before being certified 
for work. This first physical examination 
is minutely recorded in what is termed “the 
sanitary diary”; this is filed at the dispen- 
satory and is invariably referred to and am- 
plified when the laborer subsequently reports 
at stated periods of time for re-examination, 
or to any department or physician to receive 
medical service. Thus a detailed account of 











the worker’s hygienic career is immediate- 
ly available at all times. 

Additionally to strictly medical assistance 
or care, the medical service superintends a 
multiplicity of prophylactic measures: im- 
provement in living quarters; nourishment; 
conditions of work, transference from too 
arduous or unsuitable labor; utilization of 
sanatoriums, homes of rest, night sanatori- 
ums, dietetic dining rooms; physical cul- 
ture—all designed for preventing or minim- 
izing sickness. A close alliance is thereby 
formed between the worker and the sanitary 
or hygienic expert. Prophylaxis is more 
concerned with causes than with symptoms; 
with the eradication of evils rather than 
their amelioration or cure. Prophylaxis is 
therefore the guiding influence of Soviet 
medicine and of itS social legislation. Pre- 
ventive care commences with the citizen be- 
fore he is born. The pregnant mother, mar- 
ried or unmarried—if a laborer—is entitled 
to two months’ care and rest at full pay be- 
fore and after confinement; an additional 
food and clothing ration is provided for her 
during the first three months of nursing. 
Day nurseries, children’s homes and schools 
are freely available for the care of infants 
and children during the hours their parents 
are actively employed in productive labor 
for the state. This is part of the collective 
system of industrialization whereby individ- 
ualization is severely repressed in favor of 
one for all and none for one. 

Although the government manufactures 
some alcoholic beverages it, nevertheless, 
constantly emphasizes, by means of posters, 
films, and educational talks, the misery, 
sickness, and depreciated economics incident 
to intemperance. 

Marriage is merely a civil contract, but 
before being registered both parties are 
asked: “Are you aware of the condition of 
each other’s health?’ Wilful concealment of 
the truth is severely penalized. There are 
several “Abortion Hospitals” listed in Mos- 
cow, but all obstetrical institutions have a 
department for legalized operative interfer- 
ence—provided the expectant mother can 
show a good and sufficient reason: ill 
health; a student whose studies would be 
seriously retarded. Extra-conjugal preg- 
nancy is no legal reason for abortion; three 
months prior to confinement the expectant 
mother is required to register the date of 
conception and give the name of the putative 
father. This latter has two months wherein 
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to disprove the charge, if possible; other- 
wise, he is required to pay one-third of his 
daily wage towards the child’s support. Ad- 
joining the marriage registry is the “Birth 
Control” bureau where the expectant wife, 
as well as the wife de facto, may receive de- 
sired information as to contraception. 

The palaces and mansions of the former 
nobility and rich merchants are all confis- 
cated and converted into rest homes and 
clubs; night sanatoriums; convalescent and 
vacation homes; schools and _ nurseries, 
where the laborer and his family may enjoy 
those privileges formerly and restrictedly 
available for the upper or non-producing 
class. A laborer suffering from a cardiac or 
respiratory weakness, not severe enough to 
incapacitate from work, may temporarily 
live at a “night sanatorium” instead of occu- 
pying his own overcrowded and unhygienic 
room at home. He—or she—goes directly 
from the factory each day to the sanatori- 
um; here he takes a bath, changes all his 
clothes, and is furnished with dinner, bed, 
and breakfast, and all required medical at- 
tention. Free “dietetic dining rooms” pro- 
vide meals for diabetics and others needing 
special dietaries. Paralytics and others who, 
from the nature of their disability, would 
be nuisances or economic encumbrances, are 
cared for in state institutions, which, unlike 
strictly philanthropic enterprises, are better 
able to provide for most of the cases. At 
Tsarkoseloe, a portion of the palace of the 
former Tsar is converted into a sanatorium 
or rest home where rotating groups of chil- 
dren, ranging from three to eight years in 
age, and who are suffering from rickets or 
other constitutional debility, may receive six 
weeks of intensive hygienic care. 

Soviet Russia divides the calendar month 
into six weeks, each week consisting of four 
days and one day of rest; consequently, 
every day in the week is a holiday for some 
one or other portion of the population. To 
provide wholesome recreation, as well as 
convenient and popular educational facili- 
ties, parks of “Rest and Culture” are avail- 
able. Here the laborer and his family spend 
the entire day in a combined program de- 
signed to develop the physical, cultural, and 
moral needs of the individual as collectively 
appraised by a paternalistic government. In- 
fants and young children are first parked 
and checked at the public nursery. On a 
wall of the receiving room are printed the 
“Consultation Hours for Mothers and Chil- 


28 CUTIS MARMORATA—ARONSTAM 


dren.” Certain hours are assigned for 
sports and games, swimming, folk dancing, 
group singing, setting-up exercises, exposure 
in the roof solarium, rest periods, listening 
to lectures upon health and on the “Five 
Year Plan,” and for visiting the numerous 
halls with their anatomical, physiological, 
and pathological exhibits. Physiological ex- 
periments and demonstrations are given by 
young and enthusiastic laboratory techni- 
cians which vie in attractive interest with 
the innumerable exhibits of peasant indus- 
try and of the nation’s rapidly developing 
resources. There are also the “Revolution- 
ary” and “Anti-Religious” museums which 
are always crowded with a deeply interested 
but never boisterous proletariat. 

Vegetables, fruit, milk, and butter are ex- 
tremely scarce; no white flour is available 
but a heavy, dark rye bread is abundantly 
procurable. Russia is intensively exporting 
her products in order to extensively import 
machinery and other needed supplies for 
further developing her wealth of national 
resources; consequently, all necessities of 
food and clothing are rigorously rationed. 
Despite these and other hardships, to which 





Jour. M.S.M.S. 


the Russian is voluntarily submitting in an 
endeavor to thus more speedily achieve na- 
tional prosperity, the people show no appar- 
ent signs of starvation or vitamin depriva- 
tion. It is claimed that the peasants now 
eat 30 per cent more bountifully than for- 
merly; that the adult death rate has de- 
creased 30 per cent, and the children’s rate 
42 per cent. 

“Smoking Not Allowed in the Offices of 
the Commissariat of Health’; ‘Do Not 
Shake Hands—lIt is a Waste of Time and 
May Spread Diseases,” are two slogans dis- 
played in a waiting room of the Board of 
Health. They could be profitably consid- 


-ered even by so hygienically a developed 


country as the United States. 

Lenin said: ‘All morals are for the bene- 
fitof Mankind. All is moral which goes on 
for the interest of a new society.” Here in 
Soviet Russia all the strength of the nation 
goes not in the strength of one man against 
another but for all mankind. “Learn what 
a people glory in and you may learn much 
of both the theory and practice of their 


morals.” 
110 Atkinson Avenue. 





CUTIS MARMORATA OR LIVEDO RETICULARIS (MARBLE 
SKIN) WITH CASE REPORT 


NOAH E. ARONSTAM, M.D.t+ 
DETROIT, MICHIGAN 





This affection is not a mere dermatologic or cosmetic curiosity as heretofore regarded, 
but constitutes a source of physical and mental annoyance and discomfiture to the pa- 


tient. 


It is, as the name implies, a mottling or speckling of the skin in most grotesque 


reticulated formations, bearing a violaceous or dusky marbling, almost bordering on the 


livid. 


Its configurations suggest serpentine segments of circles, semi-circles and _ tri- 


angles, occasionally relieved by annular or circinate figures. 
We are indebted for its knowledge to the thorough and painstaking investigations of 


Crocker, Unna, Kaposi, Guille, Pringle, 
Williams, Goodman, Adamson, Renaut, 
Raynaud and many others. 

The designations which have been ac- 
corded to the dermatosis are numerous and 
manifold; thus Unna and Pringle call it 
asphyxia reticularis multiplex; Kaposi 
terms it parakeratosis variegata. On the 
other hand, Broque names it erythrodermie 
pityriasique en plaque disseminee; the mod- 





*Dr. Aronstam is a graduate of Michigan College of Medi- 
cine, 1898. He did post graduate work University of Berlin 
1907; practice limited to Dermatology and Syphilology. He 
was formerly Professor of Dermatology, Michigan College of 
Medicine; is a member of the Medical Authors Association, 
and received honorable mention at the International Con- 
gress of Hygiene, Dresden, Germany, 1912. 








ern terminology readily denoted its descrip- 
tive character by naming it cutis marmorata 
or livedo reticularis. If I may be permitted 
to augment its description, I would include 
the word “carrara,” as this dermatosis has 
a striking resemblance to carrara marble, 
which fact will be more fully depicted in 
giving the case history of my patient. 

As a rule livedo reticularis occurs in 
young people, very rarely during middle age 
and is extremely rare during senescence. 
The cases under my observation were main- 
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ly young girls entering puberty. This age 
predilection may possess a significant factor, 
which I will endeavor to dwell upon more 
fully in the etiology. 


ETIOLOGY 


The causative agencies are just as nu- 
merous as the names of the dermatosis. La- 
bell has found it associated with hepatic scir- 
rhosis and visceral diseases; varicosities, 
erysipelas, colds and arthritic conditions 
have been held equally responsible for its 
causation. Congenital myxedema, mongo- 
lian idiocy, scrofula and rickets have also 
been observed as probable etiologic factors. 
Guille regards it as a symptom of hypothy- 
roidism, the later creating a circulatory dis- 
turbance in the parts thus affected. Tuber- 
culosis and the tuberculous diathesis have 
been recognized by some as possible under- 
lying causes; this has been borne out by 
Guille in “Livedous Children”; nearly all 
of them reacting towards the intradermal 
test. He also showed that there was a tu- 
berculous family history in a great number 
of instances. Renaut thinks that it may be 
nothing but a lymphatic dystrophy. Pringle 
also thinks that it is a dyslymphatrophy and, 
like Unna, calls it asphyxia reticularis multi- 
plex. Syphilis and alcoholism have been 
thought to be accountable for this malady; 
some authors believe that it may be due to 
the toxic action of the splanchnic plexus, 
causing localized stases. The theory which 
I wish to advance is one of incretory de- 
ficiency, for in the great majority of cases 
it takes place in girls at the onset of puberty. 
What relation the development of this stage 
of ovarian endocrine function bears to the 
dermatosis is only a matter of conjecture. 
In my case, it would seem that puberty was 
evidently accountable for the inauguration 
of the lesions. The estrus cycle must there- 
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fore be considered in connection with the 
subject under discussion. 


PATHOLOGY 


Renaut has conclusively demonstrated 
that in the dusky marbling or network 
known as livedo reticularis, there is a local 
anatomical departure from the normal, and 
that it is the result of the tuftlike arrange- 
ments of the blood vessels distributed 
throughout the parts. He suggests that be- 
hind it all there may be a vasomotor neuro- 
sis allied to the local asphyxia of Reynaud. 


CASE REPORT 


Miss Y. K., age seventeen, student, was referred 
to me for diagnosis and treatment. Her family 
history was negative; past history elicits diseases 
of childhood such as measles, whooping cough and 
“colds.” Tonsillectomy two years ago; teeth ap- 
parently normal. No other serious affections since 
early childhood. 

Present history: Duration of this dermatosis two 
years. The lesions are situated on the anterior and 
posterior aspects of the legs, gradually ascending to 
the thighs; a few of them are observable on the hips 
and occasional areas on the dorsal surfaces of the 
hands. The zones consist of mottled, speckled, 
dusky reticulations of a livid or bluish discolora- 
tion and arranged in grotesque, annular, circinate 
and zigzag formations resembling carrara marble. 
The lesions disappear under pressure. There is also 
noticeable a very fine downlike desquamation. 
The patient does not complain of any subjective 
symptoms. She has a basal metabolism of minus 15 
and minus 25, taken at different periods. Blood 
pressure 100/60 per cent. Serological test negative. 
This case has been under observation since May 3, 
1930; fully seven months have elapsed with no abate- 
ment of the lesions. However, patient thinks that 
they are slowly receding. Therapy consists of ar- 
tificial Nauheim baths, with the hope that the carbon 
dioxide thus generated may stabilize the local cir- 
culatory stases. Internally, parathyroid, the anterior 
lobe of pituitary and corpus luteum were prescribed. 
The prognosis is problematical, as such cases very 
rarely disappear under treatment or spontaneously. 


622 Maccabees Bldg. 
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MENACE OF MENTAL FACTORS IN BODILY 
DISEASE 

Cornelius C. Wholey, Pittsburgh, cites three cases 
which represent somewhat extreme instances of the 
extent to which apparent surgical and medical syn- 
dromes may mask the real disease, and in which 
mental factors become converted into bodily ex- 
pression. Less pronounced conditions of invalidism 
and organic disturbance are frequently brought about 
wholly, or are exaggerated, by mental or emotional 
maladjustments. Consideration of the mental situa- 
tion in no way, either by inference or in fact, pre- 
supposes any slighting of the organic agencies of 
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Williams and Goodman: Jour. Amer. Med. Assoc., Septem- 
ber, 1925 

disease. Evaluation of mental factors necessitates 


study of the emotional life of the individual, knowl- 
edge of the family setting and, at times, a readjust- 
ment of environment and domestic relations. In 
“frozen” cases, “cracking up” the deadlock is well 
nigh impossible. Early detection of the morbid pro- 
cess, with firm and tactfully applied measures, will 
alone arrest the morbid infection. Though in cer- 
tain instances it is conceded that a degree of organic 
change may be present, its relationship to the exag- 
gerated symptoms could, at most, only be that of 
partly determining the sympathetic pathway to be 
followed by the neurosis.——Journal A. M. A. 
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MICHIGAN’S DEPARTMENT OF HEALTH 


C. C. SLEMONS, M.D., Commissioner 
LANSING, MICHIGAN 


Recent revision of the Rules and Regula- 
tions of the Michigan Department of Health 
for the control of the common commu- 
nicable diseases resulted in several important 
changes. To insure a general understand- 
ing of the new requirements the revised 
regulations are printed in full: 


RULES AND REGULATIONS FOR THE CONTROL 
OF THE COMMON COMMUNICABLE 
DISEASES 


All cases or suspected cases of commu- 
nicable disease shall be reported immediately 
to the local health officer. Local health 
officers are required to record these reports 
and to forward them to the Michigan De- 
partment of Health immediately. The fol- 


lowing diseases shall be reported. 


Actinomycosis 

Ankylostomiasis 
(Hookworm) 

Anthrax 

Chickenpox 

Cholera 

Dengue 

Diphtheria 
(Membranous Croup) 

Dysentery-amebic 

Dysentery-bacillary 

Epidemic encephalitis 
(encephalitis lethar- 
gica) 

Erysipelas 

Favus 

German Measles 

Glanders 

Gonorrhea 

Influenza 
(In epidemics only) 

Leprosy 

Malaria 

Measles 

Meningococcus Meningi- 
tis (Cerebro-spinal 
Fever, epidemic) 

Mumps 

Ophthalmia neonatorum 
(Acute infectious 
conj.) 


Paratyphoid 
Plague 
Pneumonia 
(Acute lobar) 
Poliomyelitis 
(Infantile Paralysis) 
Rabies 
Rocky Mt. Spotted Fever 
Scarlet Fever 
(Scarlatina, Scarlet 
Rash) 
Septic Sore Throat 
Smallpox 
Syphilis 
Tetanus 
Trachoma 
Tuberculosis 
(Pulmonary) 
Tuberculosis 
(Other than Pul.) 
Tularemia 
Typhoid Fever 
Typhus Fever 
Undulant Fever 
(Malta Fever) 
Vincent’s Angina 
(Trench Mouth) 
Whooping Cough 
Yellow Fever 


The following diseases shall be subject to 
quarantine and quarantine placards shall be 
placed on the premises: 


Diphtheria 
Meningitis 
Poliomyelitis 


Scarlet Fever 
Smallpox 


The following diseases shall be subject to 
isolation and warning placards shall be 
placed on the premises: 


Chickenpox 
German Measles 
Measles 


Mumps 
Whooping Cough 


School children, teachers, and other per- 
sons who have been living in quarantined 
premises shall not return to school nor have 
similar contact with groups of children for 
seven days after release from quarantine, 
whether they have been sick or well. 


CHICKENPOX 


Cases and suspected cases shall be re- 
ported. 

A warning placard shall be placed on the 
home. 

Patients shall be isolated until the skin is 
entirely clear. All patients over twelve 
years of age shall be inspected by the health 
officer to make sure that the disease is not 
smallpox. 

Disinfection of all articles that may have 
come in contact with the patient shall be 
carried on during the entire period of isola- 
tion. 

Adults and children living in the house 
with the patient, if they have had chicken- 
pox as proved by the records of the local 
health department, may come and go as 
usual. Children living in the house with the 
patient, if they have not had chickenpox, 
shall be excluded from school and from con- 
tact with other children from the twelfth to 
the twenty-first day after first exposure. 


DIPHTHERIA 


(Including Membranous Croup) 

Cases and suspected cases shall be re- 
ported. 

A placard shall be placed conspicuously 
on the home. , 

Cases shall be quarantined and shall be 
released only when two bacteriological ex- 
aminations of secretions from the patient’s 
throat and nose, made not less than twenty- 
four hours apart, show no diphtheria bacilli 
present. The first of these cultures shall be 
taken not earlier than the ninth day of the 
disease. All cultures taken, either for diag- 
nosis of the disease or for release from 
quarantine, shall be examined in a labora- 
tory approved by the Michigan Department 
of Health. 

Disinfection of all articles that may have 
come in contact with the patient or with dis- 
charges from the patient shall be carried on 
during the entire period of quarantine. The 
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sick-room shall be thoroughly cleaned when 
the patient is released from quarantine. 

Exposed adults living in the house with 
the patient may be released by the health 
officer to live elsewhere if one bacterio- 
logical examination of secretions from the 
throat and nose is negative. Wage earners 
may be permitted to enter and leave quaran- 
tined premises if they have no contact with 
the patient, and if their work does not bring 
them in contact with children or with milk 
or food supplies. Children known to be im- 
mune may be released by the health officer 
to live elsewhere. Children not known to 
be immune shall receive passive immunity 
and have a throat culture taken or be quar- 
antined for seven days. If the throat cul- 
ture is negative they may be released to live 
elsewhere. If the throat culture is positive 
they shall remain in the quarantine and be 
released in the same manner as the case. 
For the purpose of these regulations, per- 
sons with a negative Schick test shall be con- 
sidered immune. | 

When a case of diphtheria has attended 
any public, private or parochial school, all 
children and teachers in the schoolroom 
shall be considered as having been exposed 
to the disease, and shall have throat and 
nose cultures taken immediately, or be quar- 
antined for seven days. They shall be ex- 
amined carefully each day for any symp- 
toms of diphtheria for seven days following 
exposure. A positive culture shall be suff- 
cient reason for exclusion from school and 
isolation. Children so isolated may be re- 
leased and return to school after one nega- 
tive culture of the throat and nose. 


DYSENTERY—BACILLARY 
(Infectious Diarrhea ) 


Cases shall be reported. 

Disinfection of the stools of the patient 
and of all articles that may have come in 
contact with them shall be carried on dur- 
ing the period of illness. 


ERYSIPELAS 


Cases shall be reported. 
Patients shall be isolated until recovery 
is complete. 


INFLUENZA 
Cases shall be reported during an epi- 


demic, upon order of the State Commis- 
sioner of Health. 
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Patients shall be isolated until recovery is 
complete. 


MEASLES AND GERMAN MEASLES 


Cases and suspected cases shall be re- 
ported. 

A warning placard shall be placed on the 
home. 

Patients shall be isolated until recovery 
is complete. The minimum period of isola- 
tion shall be seven days. 

Disinfection of all articles which may 
have come in contact with discharges from 
the nose and throat of the patient shall be 
carried on during the entire period of isola- 
tion. 

Exposed adults may come and go as 
usual. Exposed children who have had 
measles as proved by the records of the local 
health department, may do likewise. Ex- 
posed children who have not had the disease 
shall be excluded from school and kept from 
contact with other children for seven days 
after first exposure. 

MENINGOCOCCUS MENINGITIS 
(Cerebro-spinal Fever, epidemic) 

Cases and suspected cases shall be re- 
ported. 

A placard shall be placed conspicuously 
on the home. 

Cases shall be quarantined for a minimum 
period of 14 days. The culture control 
method may be adopted where laboratory 
service approved by the Michigan Depart- 
ment of Health is available. 

Disinfection of all discharges from the 
nose and throat of the patient and of all 
articles that may have come in contact with 
these discharges shall be carried on during 
the entire period of quarantine. The sick- 
room shall be thoroughly cleaned when the 
patient is released from quarantine. 

Exposed persons living in the house with 
the patient shall be quarantined for the 
minimum period of 14 days, except for 
wage earners, who may enter and leave the 
premises provided that they have no contact 
with the patient and that their work does 
not bring them in contact with children or 
with milk or food supplies. 


POLIOMYELITIS 
(Infantile Paralysis) 


Cases and suspected cases shall be re- 
ported. 

A placard shall be placed conspicuously 
on the home. 


d 
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Cases shall be quarantined for a minimum 
period of 21 days. 

Disinfection of all discharges from the 
nose, throat, and bowels of the patient and 
of all articles that may have come in con- 
tact with these discharges shall be carried 
on during the entire period of quarantine. 
The sick-room shall be thoroughly cleaned 
when the patient is released from quaran- 
tine. 

Exposed persons living in the house with 
the patient shall be quarantined for the 
minimum period of 21 days, except wage 
earners, who may enter and leave the 


premises provided that they have no con- 
tact with the patient and that their work 
does not bring them in contact with children 
or with milk or food supplies. 


SCARLET FEVER 
(Scarlatina, Scarlet Rash) 


Cases and suspected cases shall be re- 
ported. 

A placard shall be placed conspicuously 
on the home. 

Cases shall be quarantined until recovery 
is complete and all abnormal discharges 
from the nose, ears and broken down glands 
have ceased. The minimum period of quar- 
antine shall be 21 days. 

Disinfection of all articles which may 
have come in contact with the patient or 
with discharges from the patient shall be 
carried on during the entire period of quar- 
antine. The sick-room shall be thoroughly 
cleaned when the patient is released from 
quarantine. 

Exposed adults living in the house with 


the patient may be released by the health 


officer to live elsewhere. Wage earners 
may come and go as usual provided that 
they have no contact with the patient and 
that their work does not bring them in con- 
tact with children or with milk or food sup- 
plies. Exposed children in the household 
of the patient shall be excluded from school 
for seven days from the time of last possible 
contact with the patient. They may then 
return to school if they have had none of 
the symptoms of the disease. 

When a case of scarlet fever has attended 
any public, private or parochial school, all 
children and teachers in the schoolroom 
shall be considered as having been exposed 
to the disease. They shall be carefully ex- 
amined each day for the following seven 
days for any symptoms of scarlet fever. 
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SEPTIC SORE THROAT 


Cases shall be reported. 

Patients shall be isolated until recovery 
is complete. They shall not engage in any 
occupation that is in any way connected with 
milk or food supplies or live on the premises 
where such supplies are for sale. 


SMALLPOX 


Cases and suspected cases shall be re- 
ported. 

A placard shall be placed conspicuously 
on the home. 

Cases shall be quarantined until desqua- 
mation has ceased. 

Disinfection of all articles that may have 
come in contact with the patient shall be 
carried on during the entire period of quar- 
antine. The sick-room shall be thoroughly 
cleaned when the patient is released from 
quarantine. 

Exposed persons living in the house with 
the patient who either have had smallpox 
or have been successfully vaccinated within 
five years or show an immunity reaction 
may be released by the health officer to live 
elsewhere. Those who have not had small- 
pox or who have not been successfully vac- 
cinated within five years or who do not 
show an immunity reaction shall be quaran- 
tined and vaccinated at once. If the vac- 
cination is successful they may be released 
by the health officer to live elsewhere on the 
twelfth day after the vaccination. Should 
such persons refuse vaccination, they shall 
be isolated for 17 days from the date of last 
possible exposure. Persons who choose to 
reside within the quarantine, if they have 
not had smallpox or have not been success- 
fully vaccinated within five years, or do not 
show an immunity reaction, shall be held in 
isolation for 17 days after the termination 
of quarantine. 

Exposed persons not living with the 
patient, who have not had smallpox, or who 
have not been successfully vaccinated 
within five years, or who do not show an 
immunity reaction, shall be quarantined and 
vaccinated at once. If the vaccination is 
successful they may be released from quar- 
antine on the twelfth day after vaccination. 
If they refuse vaccination they shall be 


quarantined for 17 days from the date of 


last exposure. 

When a case of smallpox has attended 
any public, private or parochial school, all 
children and teachers in the schoolroom 
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shall be considered as having been exposed 
to the disease. 


TYPHOID AND PARATYPHOID FEVER 


Cases and suspected cases shall be re- 
ported. 

No placard is required. 

Cases shall be isolated until two specimens 
of stools and urine, taken one week apart, 
have been examined in a laboratory ap- 
proved by the Michigan Department of 
Health and found free from typhoid or 
paratyphoid bacilli. 

Disinfection of stools and urine and of 
all articles that may have come in contact 
with these discharges shall be carried on 
during the entire period of isolation. 

Exposed persons living in the house with 
the patient shall not-engage in any occupa- 
tion connected with milk, dairy products or 
food supplies. The immunization of all 
such persons shall be urged by the health 
officer. 

Persons who are typhoid or paratyphoid 
carriers shall not engage in any occupation 
that is in any way connected with milk or 
food supplies or live on the premises where 
such supplies are for sale. Carriers shall 
furnish for examination specimens of stools 
and urine upon request of the Michigan De- 
partment of Health. Any carrier planning 
to change his place of residence or his occu- 
pation shall notify the local health officer 
and the Michigan Department of Health 
before the change is made. 

The Michigan Department of Health 
shall keep a record for interstate notification 
of any movement of carriers. 


VINCENT’S ANGINA 
(Trench Mouth) 


Cases shall be reported. 


WHOOPING COUGH 

Cases and suspected cases shall be re- 
ported. 

A warning placard shall be placed on the 
home. 

Patients shall be tsolated for three weeks 
after development of the characteristic 
cough. 

Disinfection of the discharges from the 
nose and throat of the patient and of articles 
that may have come in contact with these 
discharges shall be carried on during the 
entire period of isolation. 

Exposed children living in the house with 
the patient, if they have had whooping 
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cough, as proved by the records of the local 
health department, may go to school as 
usual. If they have not had whooping 
cough, they shall be excluded from school 
and from contact with other children for 
the same length of time as the patient. 


FAVUS, IMPETIGO, RING WORM, SCABIES, 
PINK EYE, PEDICULOSIS, AND ALL 
OPEN SORES 


Cases shall be excluded from school. 
SYPHILIS, GONORRHEA, CHANCROID 


All cases of these diseases in an infectious 
state, together with all possible sources of 
infection, shall be reported immediately by 
all physicians and health officers direct to 
the Michigan Department of Health (Act 
272, P. A. 1919). The following persons 
shall be deemed to be in an infectious state: 
(1) Syphilis: a, primary stage; b, secondary 
stage; c, tertiary stage, when open lesions 
exist. (2) Gonorrhea in all stages. 
(3) Chancroid in all stages. 

Blanks for this purpose have been pre- 
pared by the Michigan Department of 
Health and will be furnished upon: request. 

All suspected cases of these diseases may 
be examined by a medical inspector of the 
Michigan Department of Health or other 
duly authorized representative. Local boards 
of health are hereby authorized to appoint 
a licensed physician to make such examina- 
tion for the protection of the public health, 
within their jurisdiction. 

Persons known or reasonably suspected of 
being a common prostitute or an inmate of 
a house of ill-fame, or any man consorting 
with them; shall be deemed a suspected case. 
Any person reasonably suspected by the 
local health officer of being infected with 
any of these diseases, who refuses to be 
examined by the licensed physician ap- 
pointed for the purpose, shall be deemed to 
be infected and the local health officer is 
authorized to protect the public by the isola- 
tion or quarantine of such a person. 

Placarding, Isolation or Quarantine will 
not be used in the administrative control of 
these diseases in any case where the public 
health can be protected without these meas- 
ures. These methods will be used when 
necessary (1) to insure the public against 
infection, (2) to insure that the patient re- 
ceives adequate treatment and (3) to per 
ae for such treatment (Act 22, 


A. 1919). 
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Of Oliver Wendell Holmes’ ancestors 
little is of interest save that they were per- 
sons of substance, and of modest success in 
life. His father, Rev. Abiel Holmes, was 
a man of some distinction in his profession. 
Of his mother, Sarah Wendell, much is re- 
vealed in the qualities of her son. With 
such forebearers we feel in his own words 
that, “he had a right to be grateful for a 
probable inheritance of good instincts, a 
good name, and a bringing up in a library 
where he bumped about among books from 
the time when he was hardly taller than one 
of his father’s or grandfather’s folios.” 

Oliver was born on August 29, 1804, in 
the old gambrel-roofed house at Boston. 

His schooling began early, first at a 
dames’ school from which no special tradi- 
tions are preserved. From ten to fifteen he 
attended school at Cambridgeport and, os- 
tensibly following the paternal precedent, 
was thereafter sent to the Phillips Andover 
Academy, a theological school of adamant 
orthodoxy, presided over by Mr. John 
Adams. 

The sanctity of Andover failed to make 
Oliver a clergyman. It is difficult to fancy 
Holmes as a fabricator of exhortative 
homilies, and as a snatcher of heathen souls, 
yet he wrote: “I might have been a min- 
ister myself, for aught I know, if (a cer- 
tain clergyman) had not looked and talked 
so like an undertaker.” Oliver at an early 
age saw clearly that for himself sackcloth 
incurred the greatest hazards of becoming 
disagreeable to others and distasteful to 
himself; of becoming, as he said, “one of 
those poitrinaires with bandanna handker- 
chiefs around their meagre throats and 
funeral service in their forlorn physiog- 
nomies.” 

After Andover, Oliver came in the sum- 
mer of 1825 to Harvard, becoming a mem- 
ber of the famous Class of ’29. Of his 
career at Harvard there is little to chronicle 
save the reminiscences of undergraduate 
peccadilloes, class feeling, fellowship and the 
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like. In a letter to a friend he describes 
himself: “I, then, Oliver Wendell Holmes, 
Junior in Harvard University, am a plume- 
less biped of the height of exactly five feet 
three inches when standing in a pair of sub- 
stantial boots made by Mr. Russell of this 
town, having eyes which I call blue, and 
hair which I do not know what to call—in 
short, something such a looking kind of 
animal as I was at Andover, with the addi- 
tion of some two or three inches to my 
stature. Secondly, with regard to my moral 
qualities, I am rather lazy than otherwise, 
and certainly do not study as hard as I 
ought to. I am not dissipated and I am not 
sedate, and when I last ascertained my col- 
lege rank I stood in the humble situation of 
seventeenth scholar.” 


Graduation found him yet without deci- 
sion as to his life calling. A tentative 
experiment with Blackstone and Chitty at 
the Dane Law School consumed the follow- 
ing year; nothing serious came of it, save 
his succumbing to “the seductions of verse 
writing,’ a symptom hardly gratifying to his 
preceptors. He tried his hand at scribbling 
verse which in later years he resolutely for- 
bade publication, and was merciless in his 
condemnation of such confections as The 
Spectre Pig, and The Mysterious Visitor. 
One genuine lyric furor, however, made him 
famous. Stirred by the decision of the 
Navy Department to scrap the historic 
frigate, Constitution, he impetuously shaped 
the stanzas of Old Ironsides, and sent them 
to the Daily Advertiser, of Boston, whence 
they were widely disseminated. These 
ringing verses gave impetus to an almost 
hysterical, national indignation, gave the old 
frigate a reprieve, created a popular senti- 
ment, and a large share of the population of 
the United States had heard of Oliver 
Wendell Holmes, just of age, a law student 
at Cambridge. 


Belonging to the New England Brahmin 
Caste who enjoyed the usufructs of college 
training and who practiced the three learned 
professions, Holmes, having tasted of two, 
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was faced with the alternative of the third. 
Thence to medicine. 

Holmes attended two medical courses of 
lectures at Cambridge and then following 
the accepted tradition of the day took leave 
for the Old World for contact with the rec- 
ognized masters who at this time made Paris 
the center of medical learning. 

Foremost among his Parisian teachers 
was the famous Louis, of whom he said, 
“he was of serene and grave aspect, but with 
a pleasant smile and kindly voice for the 
students with whom he came into personal 
relations; he was the object of our rever- 
ence, I might say, idolatry,” and he adds, 
“modest in the presence of Nature, fearless 
in the face of authority, and unwearying in 
the pursuit of truth.” 

Less attractive but perhaps more pic- 
turesque were others, among whom were 
Andral, Lisfrane, Baron Larrey, Broussais, 
Velpeau, Dupuytren. and “the vivacious 
Ricord, whom I remember calling the Vol- 
taire of pelvic literature—a skeptic as to the 
morality of the race in general, who would 
have submitted Diana to treatment with his 
mineral specifics, and ordered a course of 
blue pills for the vestal virgins.” 

In 1834 the courses of medical instruction 
were over, and Holmes, with a group of 
friends, started forth to travel. After the 
conventional visits to the Lowlands, the 
Rhineland, and Italy, and England, he re- 
turned to America, Dec., 1835, at the age 
of twenty-six, rich in experience and with 
two skeletons and some skulls. 

Now to set up practice in earnest. He 
hung up a modest shingle, indicating to his 
neighbors that disease among them would 
hasten his success. In an announcement in 
the local Boston paper, Dr. Oliver Wendell 
Holmes would welcome all persons at any 
hour of the day or night, with the smallest 
favors, or fevers. This pun did not take 
well with the bilious New England tempera- 
ment. 

Even thée\beginnings of a successful 
career as a practitioner never developed. 
A fair practice, yes, but hardly more. In 
after life he admitted that he never made any 
strenuous effort to obtain business, remind- 
ing us of his dictum that “for a successful 
physician to have business he must want it.”’ 
In a gay but naive way he consoled his fail- 
ure by saying that after all, the thing that 
pleased him most about practising medicine 
was that he had to keep a horse and chaise. 
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He gravely admonishes the medical tyro: 
“Do not dabble in the muddy sewers of 
politics, nor linger by the enchanted streams 
of literature, nor dig in far off fields for 
hidden waters of alien sciences. The great 
practitioners are generally those who con- 
centrate all their powers on their business.” 
Holmes, although competent as a medical 
man, indeed suffered by transgressing his 
own rules. A man who writes poetic ditties 
must not write prescriptions. To be a wit 
was bad enough; to be a poet, worse. Bet- 
ter be a rascal or hard drinker and have 
some bond of sympathy with your few 
patients. 

In 1836, the first year of his practice, he 
committed the grievous sin of publishing a 
volume of his poetic efforts, including Old 
Tronsides, The Last Leaf, and the Phi Beta 
Kappa poem. Morse, his biographer, says 
that in the short poems, “the natural ear for 
melody, the happiness of expression, the 
just feeling for proportion, might be noted; 
but the impression left was that the writer 
regarded life as a sort of rosary of the gay- 
est kind of jokes, the most absurd extrav- 
agances of wit.” It was most flattering to 
be invited to deliver poems for almost every 
conceivable occasion. There is A Modest 
Request, complied with after the dinner at 
President FE verett’s Inauguration; The 
Rhymed Lesson, delivered before the Boston 
Mercantile Library Association; a Medical 
Poem, taken as a prescription by the Med- 
ical Society. There are poems written on 
fairs; poems on the birthdays of prominent 
citizens; poems on their going to Europe; 
poems to welcome them back, and always 
poems for the reunion of the Class of ’29. 
These were poor advertisement. Holmes 
consoled himself by reflecting that the dis- 
tinguished von Haller lost his election as 
physician to the hospital in his native city of 
Berne, presumably on the ground that he 
was a poet. 

For the next three seasons Holmes was 
one of the physicians at the Massachusetts 
General Hospital. 

Destined for the academic rather than the 
practical medical life, he was “mightily 
pleased” to receive the appointment of Pro- 
fessor of Anatomy at Dartmouth College. 
He held the place for three years, 1838 to 
1840, during which time he busied himself 
with writings, chiefly among which was the 
Boylston Prize Essay, which took first 
honors. 
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The following summer he again took first 
place in the Boylston Prize competition. Of 
these essays one was on the /ntermittent 
Fever in New England, which represented 
a most painstaking piece of industry in the 
collection of data concerning malaria in the 
region of that time. 

They who reach the end of Osler’s 
Acquanimitas will learn that for the 
scandalously busy medical student, the 
secret of acquiring a knowledge of books 
consists in cultivating the habit of reading 
from the best literature, a half hour, per- 
haps in bed, every night before retiring. 
They too, will find an appended list of books 
of Osler’s recommendation, among which 
are Holmes’ Breakfast Table Series. For 
those who may acquire this habit, may I 
recommend another of his works; namely, 
the Medical Essays, a treasure house of 
medical aphorisms, which, if compiled under 
a single cover, may well be the medical stu- 
dents’ vade mecum. 

In 1843 he published his essay, The 
Contagiousness of Puerperal Fever. It is 
this essay upon which rests his claim to hav- 
ing made a contribution to medical science. 
Prior to the time of Pasteur and Koch and 
our own knowledge of living matter as the 
casual agent of disease, the status of puer- 
peral fever, for one, was a curious reflec- 
tion of medieval superstition and of the 
medical casuistry of the Miasmatists, the 
Methodists, the Contagionists, the Epigenis- 
ists, of Biblical exegesis, and a host of 
others. 

There had been some conjecture, but 
hardly a conviction as to the nature of the 
malady, in particular from the English ob- 
stetricians, whose opinions he copied and 
further elaborated into his doctrine which 
stands as the first definite proposition as to 
the general agency and modus operandi of 
puerperal fever. This contribution was in 
no wise original in the sense that the doc- 
trine put forth arose from the inspiration 
to a single mind, nor in sense that it repre- 
sented the labor of experimental proof. A 
few pertinent facts and suggestions were 
at hand; the correct answer hung in the air, 
so as to speak, and it remained for a logical 
mind to weigh and mould them into an 
articulate truth. And indeed, it remained 
for the contingency of a happy combination 
- of logical mind and power of expression in 
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an individual of strong personality. Such 
a combination was Oliver Wendell Holmes. 

This paper was read before the Boston 
Society for Medical Improvement and, at the 
request of the Society, printed in the New 
England Journal of Medicine and Surgery 
for April, 1843. The circumstance of this 
choice of publication was most regrettable, 
as it ceased to publish within a year’s time, 
and the few copies that were struck off were 
soon lost sight of: The profession at large 
was hardly aware of its existence. 

Holmes states in his introductory notes 
that the discussion of this subject arose out 
of the circumstance of a reported case of a 
physician who had made an examination of 
the body of a patient who had died of puer- 
peral fever and who himself died in less 
than a week, apparently in consequence of 
a wound received at the examination, hav- 
ing attended several women in confinement 
in the meantime, all of whom, it is alleged, 
were attacked with puerperal fever. 

Holmes therefore resolved to investigate 
the matter for himself: “I therefore felt 
that it would be doing a good service to look 
into the best records I could find, and in- 
quire of the most trustworthy practioioners 
I knew, to learn what experience had to 
teach in the matter, and arrived at the re- 
sults contained in the following pages.” 

The gravamen of the essay, as stated in 
his own affirmation, is as follows: ‘““The 
disease known as Puerperal Fever is so far 
contagious as to be frequently carried from 
patient to patient by physicians and nurses.” 

His recommendations were as follows: 
“A physician holding himself in readiness 
to attend cases of midwifery should never 
take any active part in post mortem exam- 
inations of puerperal fever cases. A physi- 
cian present at such post mortems should 
use thorough ablution, change every article 
of dress, and allow twenty-four hours to 
elapse before attending a case of midwifery. 
Similar precautions should be taken after 
the autopsy or surgical treatment of cases 
of erysipelas if the doctor is obliged to unite 
in such duties with his obstetrical work, 
which is in the highest degree inexpedient.” 

Although misplaced in an ill-starred jour- 
nal, the essay did not fail to arouse indigna- 
tion. His conclusions were attacked by 


“the two leading professors in obstetrics in 
this country,” both of Philadelphia, Hodge 
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(the elder), and Meigs. The latter in par- 
ticular used language of such vindictiveness 
that the discussion may have been consumed 
in a personal quarrel. 

Tradition, prestige and academic preten- 
sions were heavily against Holmes, as they 
always have been and probably always will 
be against progressive spirits. If the part 
that these two gentlemen played did not lend 
dignity to the controversy, it at least lent 
importance to it, and gave impetus to re- 
newed efforts on the part of Holmes and 
resulted in the reprinting of the essay with- 
out change of a single syllable. This ap- 
peared in 1855 under the title, Puerperal 
Fever, a Private Pestilence, together with 
an introduction addressed in particular to 
students. He said very magnificently but 
not without a touch of sentimentality: “I 
take no offense and attempt no retort. No 
man makes a quarrel with me over the 
counterpane that covers a mother with a 
newborn infant at her breast. There is no 
epithet in the vocabulary of slight or sar- 
casm that can reach my personal sensibilities 
in such a controversy.” Further addressing 
the student, he pleads: “There are some 
among them who, from youth or want of 
training, are easily bewildered and confused 
in any conflict of opinions into which their 
studies lead them—they are liable to lose 
sight of the main question in collateral 
issues and be run away with by aggressive 
speculation—they naturally have faith in 
their instructors, turning to them for truth, 
and taking what they may choose to give 
them; babes in knowledge, not yet able to 
tell breast from the bottle, pumping away 
for the milk of truth at all that offers, were 
it nothing better than a _ professor’s 
shrivelled forefinger.” 

At the time of his first publication in 
1843, it is very unlikely that Holmes was 
aware of the work of Semmelweiss, nor in 
turn, was it likely that the Hungarian was 
aware of his before the latter’s doctrine was 
published in 1847. However, the second 
publication of Holmes in 1855 did include 
in the bibliography references to Semmel- 
weiss, quoted through English and French 
writers. 

As in many instances of simultaneous and 
independent discoveries, there has been a 
controversy as to priority of Holmes or 
Semmelweiss. Those who have favored 
Holmes have been somewhat carried over 
by local prejudice and patriotism, and those 
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who have favored Semmelweiss did so only 
in a belated fashion after the proverbial 
prophet converted all countries save his own. 
On the basis of actual time of publication 
there is no question that Holmes is entitled 
to priority since he antedated Semmelweiss 
by almost five years. However, on the 
basis of a more clear definition of the dis- 
ease, of corroborative data and citations of 
reduced mortality, of experimental proof, 
and of more effective prophylactic and anti- 
septic recommendations, the distinction is 
then conferred on Semmelweiss. Yet we 
must not summarily dismiss Holmes: he is 
justly entitled to the distinction for the con- 
tribution itself, for the new truth, and for 
his wholesome influence on American medi- 
cine. Success in results is proof of the ex- 
perimental pudding; while Holmes occupied 
the position of an armchair oracle and 
labored with rhetoric, Semmelweiss labored 
with experimental method which was indeed 
the more onerous but fruitful. 

Holmes’ only matrimonial venture proved 
eminently successful, and he accepted it as 
such. At the age of thirty-one he married 
a Miss Amelia Lee Jackson, daughter of 
Hon. Charles Jackson, an Associate Justice 
of the Supreme Court of the Common- 
wealth of Massachusetts. From this union 
came three children; one, a daughter, who 
died in 1889; one, a son, who is said to 
have inherited not only much of his father’s 
wit, but also his asthma, from which he died 
in 1884; and the third, the eldest son, Oliver 
Wendell Holmes, Jr., who served with dis- 
tinction as an officer in the Civil War, and 
who survives as a distinguished Associate 
Justice of the United States Supreme Court. 

In 1847 Holmes received the appointment 
of Parkman Professor of Anatomy and 
Physiology in the Medical School of Har- 
vard University, a position which he held 
for thirty-five years. This position em- 
braced strictly anatomy and physiology, yet 
he occasionally gave instruction in psychol- 
ogy and microscopy, being the first in this 
country to teach the last mentioned subject. 
This multiplicity of function led him to re- 
mark that he occupied not a professor’s 
chair, but a whole settee. 

If the author of the Editorial Comment 
of the Boston Transcript of 1911 intimated 
that the accession of Holmes’ successor, Dr. 
Dwight, in 1882, meant the “transition from 
a longish reign of incompacity tempered 
with epigrams,” he were surely alone in his 
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sentiment. But let his students and col- 
leagues tell of Holmes as a professor of 
anatomy; as a man who could make his 
subject fascinating, who seasoned it with 
a devastating wit; who spared neither pains 
nor expense for books, plates, and prints for 
teaching purposes, and who inspired a not 
inconsiderable number of worthy prosectors 
and demonstrators of human anatomy. 

Dr. Dwight, his successor, vividly de- 
scribes: “The amphitheater, the seats of 
which were at a high pitch, was entered by 
the students from above through two doors, 
one on each side, each of which was ap- 
proached by a steep stairway between nar- 
row walls. The doors were not usually 
opened until some minutes after the hour. 
The space at the top of these stairs was a 
scene of crowding, pushing, scuffling, and 
shouting indescribable, till at last a spring 
shot back both doors at once and from each 
a living avalanche poured down the steep 
alleys with an irresistible rush that made 
the looker-on hold his breath. How it hap- 
pened that during many years no one was 
killed or even seriously injured, is incompre- 
hensible. The excitement of the fray hav- 
ing subsided, order reigned until the en- 
trance of the professor, which was the signal 
for tumultuous applause. He came in with 
grave countenance, shoulders back and head 
bent down. No one realized better than he 
that he had no easy task before him. He 
had to teach a branch repulsive to some, dif- 
ficult for all, and he had to teach it to a 
jaded class which was unfit to be taught 
anything. The wooden seats were hard, the 
backs straight, and the air bad.” Listen to 
the professor describe the picture before 
him: “So, when the class I was lecturing to 
was sitting in an atmosphere once breathed 
already, after I had seen head after head 
gently declining, and one pair of eyes after 
another emptying themselves of intelligence, 
I have said, inaudibly, with the considerate 
self-restraint of Musidora’s rural lover, 
‘Sleep on, dear youth; this does not mean 
that you are indolent, or that I am dull: it 
is the partial coma of commencing as- 
phyxia.’ ” 

Dr. Dwight continues: “To make head- 
way against these odds he did his utmost to 
adopt a sprightly manner, and let no oppor- 
tunity for jest escape him. These would be 
received with a quiet appreciation by the 
lower benches, and with uproarious demon- 
strations from the mountain, where, as in 
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the French Assembly of the Revolution, the 
most noisy spirits congregated. He gave 
his imagination full play in comparisons 
often charming and quaint. None but Dr. 
Holmes could have compared the micro- 
scopic coiled tube of a sweat gland to a 
fairy’s intestine. He likened the mesentery 
to the shirt ruffles of a preceding genera- 
tion, from which a short line of attachment 
expanded into yards of complicated folds.” 

He was very proud of his plates of the 
old anatomists, of which he was an ardent 
collector. Referring to them, he said, “Live- 
ly ladies display their viscera with a coquet- 
tish grace, implying that it is rather a pleas- 
ure than otherwise to drape their lace-like 
omenta and hold up their appendices epiploi- 
cee as if they were saying, ‘these are our 
jewels.’”’ He once compared an autopsy to 
the inspection of the fireworks the morning 
after the Fourth of July. On one occasion, 
he said, pointing to the bony outlet of the 
pelvis, ‘““These, gentlemen, are the tuberosi- 
ties of the ischia, on which man was de- 
signed to sit and survey the works of Cre- 
ation.” 

Such novelties of simile and metaphor 
serve as admirable pedagogical expedients, 
but one is reminded not to mistake them 
for mere flippancies. Indeed, such buffoon- 
eries, not without a touch of latent irony, 
give savor to learning and to living. The 
idea that the mind learns best by being pun- 
ished is a relic of the old, highly cherished 
notion that spiritual purity was obtained by 
self-abasement of the flesh. But with 
Holmes the business of teaching a science 
was a gay one, as it should be, and to him 
we are greatly indebted for his humanizing 
influence. 

Holmes’ life was conspicuously unevent- 
ful. His biographer says his friends knew 
him only as a very clever man, the best talk- 
er in Boston, the local bard, a merry wit and 
a great dinner table man, and one who could 
always be relied upon for usefulness on so- 
called occasions. Holmes was perhaps the 
greatest American conversationalist. He 
never tasted the bitterness of poverty, never 
saw the sordid spectacle of existence, save 
through academically tinted glass. Had he 


come forth like Velpeau, who first came to 
Paris destitute and in wooden shoes, his phi- 
losophy would have been cast in a less smug 
and optimistic mould. As a man of letters 
he gained popular fame, yet in all of his 
writings there are no eccentricities to re- 
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cord; they are unique in their intellectual 
balance, a quality not usually compatible 
with genius. , 

It was not until he had reached the half- 
century mark that he put forth his greatest 
talents. His friend Lowell prevailed upon 
him to be the first contributor to a newly 
resurrected magazine. Holmes contributed 
and suggested the name, The Atlantic. Thus 
the beginnings of the celebrated Breakfast 
Table Series. 

“This series,” as he put it, “was not the 
result of an express premeditation, but was, 
I may say, dipped from the running stream 
of my thoughts.” The first of the series, 
The Autocrat, is perhaps the best. 

In the light of present day criticism the 
Autocrat represents a psychoanalytical study 
of the American, or, better, the New Eng- 
land psychology of the time of the transi- 
tion from the romantic democracy of Jeffer- 
son to the realistic democracy of Jackson. 
Holmes labored under no democratic delu- 
sions, that all men were created equal and 
that there is an unfathomable sagacity in 
the mob; that truths can be determined by 
the ballot. His insight attained a detach- 
ment of an ex-patriot. He wrote: “Our 
American atmosphere is vocal, with a flip- 
pant loquacity of half-knowledge, and half 
knowledge dreads nothing but whole knowl- 
edge. How could a people which has a 
revolution once in four years, which has 
contrived the Bowie knife, the revolver, 
which has chewed the juice of all the super- 
latives in the language of Fourth of July 
orations, and so used up its epithets in the 
rhetoric of abuse that it takes two great 
quarto dictionaries to supply its demand; 
which insists in sending out yachts and 
horses and boys to outstail, outrun, outfight, 
and checkmate all the rest of creation; how 
could such a people be content with any 
but heroic practice? What wonder that the 
Stars and Stripes wave over doses of 90 
grains of quinine and that the American 
Eagle screams with delight to see 180 grains 
of calomel given at a single mouthful?” 

His attitude was thoroughly consonant 
with the civilized minority; he was an aris- 
tocrat—a New England aristocrat, as dif- 


’ 
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ferentiated from the American aristocrat, or 
plutocrat, “the untitled nobility which has 
the dollar sign for its armorial bearings.”’ 

Of Holmes’ poetry two pieces attain some 
degree of artistic excellence. The Last 
Leaf and The Chambered Nautilus. Holmes 
has been compared to and called the Ameri- 
can Sir Thomas Browne, Addison, Steele, 
Sterne, Dr. Johnson, Dryden, Pope, Moore, 
Lamb, Goldsmith, even Macaulay, and as 
preposterous as it may seem, the American 
Goethe. Holmes was Holmes, as distinctly 
American as Henry Ford. To compare 
Holmes with Goethe is to compare Holmes 
with Homer. 


Holmes’ literary activities continued. He 
did not entirely abandon medical practice, 
but kept a most intimate touch with the pro- 
fession. As Osler said, he never neglected 
the festivals of Epidaurus, and for years sat 
amid the A*sculapians in the seat of honor. 
He was one of the members of the celebrat- 
ed Saturday Club, among whom were Em- 
erson, Hawthorne, Lowell, Longfellow and 
Whittier; indeed a brilliant circle. 

Among his later literary achievements 
were several novels, essays and plays. We 
remember him, however, more as an es- 
sayist. 

In 1886 Dr. Holmes, accompanied by his 
daughter, returned to the scenes of his medi- 
cal student days on the Continent, and espe- 
cially for an extended visit to England, 


where he was the recipient of many high 
honors. 


The end ‘came almost imperceptibly in 
1894, October the 7th. His mind remained 
clear and active to the very last of a full 
life of eighty-five years. 


Some one has said: “To few men can it 
have been given to lead a life so completely 
in accordance with his tastes, as was the life 
of Oliver Wendell Holmes.” His was a 
life of even, sweet-temperateness, of kind- 
ness, and toleration. Never pretentious, yet 
not without that certain showman’s sense of 
knowing one’s audience; a teacher, medical 
man, poet and litterateur, a completely civi- 
lized human being of whom the profession 
is proud. 
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RESULTS OF VARIOUS OPERATIONS FOR 
PROLAPSE OF UTERUS 


Virgil S. Counseller and Leda J. Stacy, Rochester, 
Minn., report a series that consisted of 980 patients 
surgically treated for prolapse of the uterus. Of 
this number, replies from questionnaires were re- 
ceived from 819 (83.56 per cent). There were six- 
teen deaths, a mortality of 1.62 per cent, in the 980 
cases. Satisfactory results occurred in 95.97 per cent 
of the entire series. Five types of operation were 
employed. The modified Gilliam technic of internal 
shortening of the round ligaments comprised one 
group, and various other types of internal shorten- 
ing of the round ligaments combined with vaginal 
plastic operations comprised the second group of 
operations used for patients of the child-bearing 
period. For patients who had passed the menopause, 
the Mayo vaginal type of hysterectomy, the Wat- 
kins-Wertheim interposition and the Kocher abdom- 
inal fixation operations were employed. From the 
results it is shown that the modified Gilliam opera- 
tion, combined with vaginal plastic procedures, is the 
operation of choice among all types of internal 
shortening of the round ligaments when other pel- 
vic operation is not indicated. Satisfactory results 
were obtained in 88.57 per cent in which the Gilliam 
technic was used. The Kocher operation is reserved 
for that group of patients who are past the meno- 
pause, senile, and constitute poor surgical risks and 
for those who previously have undergone hysterec- 
tomy, with prolapse of the cervical stump. Satis- 
factory results were obtained in 94.87 per cent of the 
cases in which it was used. If the uterus is of nor- 
mal size and there is a mild degree of prolapse. 
graded 1 or 2, with large cystocele and the patient 
has passed the menopause, the Watkins-Wertheim 
interposition operation is successfully employed. 
Satisfactory results were obtained in 96.61 per cent 
of the cases in which the operation was used. When 
the prolapse is of marked degree and is associated 
with large cystoceles, and the women are past the 
menopause, the Mayo vaginal type of hysterectomy 
is the operation of choice. It was employed in 81 
per cent of the patients who had passed the meno- 
pause, with satisfactory results in 97.22 per cent.— 
Journal A. M. A. 





IN WHAT POSITIONS DO HEALTHY 
PEOPLE SLEEP 


H. M. Johnson, T. H. Swan and G. E. Weigand, 
Pittsburgh, made a study of 112 persons, who were 
under nightly observation for periods ranging from 
several weeks to two years. Of the healthy sub- 
jects, twenty-two were college men, housed in an 
experimental dormitory of the Mellon Institute; 
twenty were married people near middle age, and 
two were children. Besides this group they ob- 
tained similar records on fifty tuberculous women 
and on twenty patients under treatment for nervous 
or mental disorders, or for drug addiction, as the 
case might be. They also had access to the results 
of a similar study, made by the same method, of 
twenty young children, between the ages of 2% 
and 5 years, and of another on varsity athletes. 
The results are as follows: The most typical of 
our healthy sleepers changes from one gross bodily 
position to another between twenty and forty-five 
times in the course of a typical night of eight hours, 
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each of these stirs being separated from its nearest 
neighbor by at least two and a half minutes. Ap- 
proximately half of all the postures that he takes 
on such a night are held for less than five minutes; 
about a fifth, for from five to ten minutes; about 
a tenth, for from ten to fifteen minutes, and so on. 
Less often than once a night does he lie still for as 
long as an hour at any one time. There are large 
variations among individuals, and the same indi- 
vidual also varies considerably from night to night. 
The next question is, What particular poses are 
favored? The answer is being obtained by photog- 
raphy. A motion picture camera is arranged so that 
it automatically takes a picture of the sleeper when 
he first touches the bed; a second picture one minute 
after he has ceased to stir; a third when he stirs 
again, and so on. By this ingenious apparatus the 
authors obtain as much information on 7 or 8 feet 
of film as they could get on 5% miles of film if the 
camera were operated continuously. The face of a 
telechron clock, which hangs beside the bed, is 
photographed with the sleeper. Thus they can tell, 
by as close as one second, how long the sleeper 
maintains each posture that he keeps for as long as 
one minute. A 100-watt Mazda lamp, hung directly 
above the bed, provides enough illumination. It 
would be preferable, in many ways, to employ in- 
visible radiation, but continuous exposure to ultra- 
violet rays was not desired, nor was a flashing source 
of ultraviolet illumination practicable. They require 
their subjects to wear a dark taffeta bandage over 
the eyes at first, but after three or four nights they 
become accustomed to the light and discard it. The 
photographic records show no more stirring than the 
motility meter shows in a dark room. As the sub- 
ject must dispense with blankets, they employ arti- 
ficial ventilation and control the temperature of the 
sleeping chamber at 80 + 2 degrees F. They present 
a series of pictures showing the various positions 
that one representative sleeper assumed on one 
typical night, in the order in which they were taken, 
together with the time that each was held. The 
sketches were made from enlargements of the orig- 
inal photographs. It looks as if the most restful 
night’s sleep is characterized by the use of a con- 
siderable variety of bodily positions, all of which 
are contorted; none of which indicate anything like 
“complete relaxation” of all parts of the skeletal 
muscular system, such as one may observe in a 
fainting person; but each of which appears to be 
well adapted to the relief of irritation that was set 
up in the posture last taken, as well as in the day’s 
activities. To get a healthy person to spend the 
night in any one position that the physicians recom- 
mend, one would need to strap him to a frame, or 
else put him into a cast and then prop the cast.— 
Journal A. M. A. j 





INFANT DEATHS DECREASE IN U. S. 


The death rate of babies during the first year of 
life has decreased considerably in this country dur- 
ing the last fifteen years. At present the rate is 67 
This does not yet equal the very 
low rate of New Zealand which has for years held 
the record in the matter of a low infant death rate. 
There the present rate of 36 per 1,000. “This means 
that only three and one-half per cent of all the chil- 
dren born die before the year is out,” a report by 
the Metropolitan Life Insurance Company explains. 
“In our own country the figure is nearer 7 per cent 
but this represents the very remarkable gain of 33 
per cent since 1915 when the Birth Registration Area 
was established and infant mortality figures became 
available for large parts of the United States.” Our 
present rate compares favorably with those of most 
other advanced countries.—Science Service. 
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“T hold every man a debtor to his profes- 
sion, from the which as men of course do 
seek to receive countenance and profit, 
so ought they of duty to endeavor them- 
selves, by way of amends, to be a help 
and ornament thereunto.” 

—Francts Bacon. 





EDITORIAL 


THE PRESIDENT’S GREETINGS 


The Michigan State Medical Society en- 
ters upon a new year. It is entirely fitting 
at this season that we should reflect for a 
moment and consider whether or not as an 
organization, and as individuals, we have 
functioned to the best of our ability. Two 
of the prime objects of organized medicine 
should be to encourage, promote and foster 
interest in scientific research and education, 
and the protection of the public health. In 
these, we can look back over the year feel- 
ing that we have met to a large extent these 
obligations. 

As individuals we have a definite respon- 
sibility. We must continue our interest in 
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post-graduate study and improve our men- 
tal and physical equipment so that we may 
meet the growing demands of medical prac- 
tice. Through the Journal, the State and 
County Medical Society meetings, post- 
graduate district conferences and post-grad- 
uate clinics, an excellent opportunity is of- 
fered each member of his State Society per- 
sonally to meet this definite obligation to his 
patients and to society. Many of our mem- 
bers have availed themselves of these and 
other opportunities. 

During the past year much has been ac- 
complished. The Journal shows marked im- 
provement. The Medical Legal Depart- 
ment, the Joint Committee on Public Health 
Education and the County Societies have 
served admirably their purpose. Post-grad- 
uate district conferences and post-graduate 
clinics have been most instructive and have 
been well attended. 

Should we rest content with past achieve- 
ments? The New Year brings a new chal- 
lenge. Our major activities should be con- 
tinued. A greater interest should be taken 
in the medical teaching units within our 
state, in the child welfare, tuberculosis, 
crippled children and other health organiza- 
tions. A closer cooperation with them 
should be encouraged. 

Let us fulfill our determination to make 
1931 a year of outstanding progress and 
success for our Michigan State Medical So- 
ciety. As your President, may I extend to 
each member of this Society my sincere 
wish for a full measure of happiness 
throughout this year as well as the years to 
come. 

R. C. STONE. 





ANTIVIVISECTION 


A large number of bills have been pro- 
posed by antivivisectionists during the last 
forty years, but up to the present time all 
have been held up in committee of the vari- 
ous legislative tribunals to which they have 
been submitted. <A bill, however, has been 
proposed and reported out of committee and 
will therefore come up for consideration by 
the House of Representatives at Washing- 
ton for the purpose of making it a misde- 
meanor to perform any operation on the dog 
other than an operation for the dog’s special 
benefit. This measure is presumed to affect 
only the District of Columbia. The anti- 
vivisectionists are a very small but very vo- 
ciferous minority in this country. Should 
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they be successful in getting their bill 
through the House of Representatives to ap- 
ply to the District of Columbia, this may be 
looked upon as only the entering edge of the 
wedge. The bill very craftily specifies ex- 
emption of the dog; no other animal so far 
as we know has been included. The reason 
is not far to seek, since for no other animal 
is there such sentimental attachment. The 
dog has been man’s companion or child- 
hood’s companion from time immemorial. 

To make it illegal to use dogs for ex- 
periinental purposes would entail a great 
drawback to scientific medicine. Not only is 
medicine interested but likewise the zoolo- 
gist and the psychologist. Among other 
things the fact that the diet of the dog ap- 
proximates more nearly that of man makes 
him particularly suitable for animal experi- 
mentation, as has been found necessary for 
the study of such conditions as pernicious 
anemia and diabetes, a kind of animal ex- 
perimentation, by the way, that does not en- 
tail suffering to the dog. 

We do not know to what extent animal 
experimentation or so-called vivisection (we 
like the former word better) is carried on, 
but feel that it should be limited or restrict- 
ed to genuine research, whether it be in 
medicine, zodlogy: or psychology. And 
while we have no personal knowledge of any 
instance in which cruelty has been practised, 
we would say that the most humane methods 
in working with these animals should be 
employed. 

The antivivisector has become a real men- 
ace to medical research in Great Britain. 
According to Sir Edward Sharpey-Schafer, 
speaking of the handicaps under which Brit- 
ish hospitals are working as a result of legal 
restrictions on animal experimentation, 
“Even when the hospital possesses a well 
equipped laboratory, experiments upon liv- 
ing animals, whether for diagnostic pur- 
poses or not, are usually barred by the au- 
thorities responsible for the administration 
of the hospital.”” Commenting, the Journal 
of the American Medical Association says: 
“Tt is not that legal permission is not obtain- 
able, but that an application for permission 
would be noted by the fanatical antivivisec- 
tors, who would surely do their best there- 
after to damage the subscription lists of the 
hospital. Samples of blood, of morbid 
growths or of urine destined for animal in- 
oculation must therefore be sent out of the 
building. The law lays down no restriction 
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on poisoning, drowning or trapping vermin, 
yet the hypodermic injection of a mouse is 
a matter for a deluge of antivivisectional 
tears. Thus organized ignorance triumphs 
over humanity and common sense.” ) 

The members of the House of Represen- 
tatives may not be expected to understand 
fully the situation so far as medical research 
and animal experimentation are concerned 
any more than medical men may be expected 
to be conversant with technical details of 
other callings outside their immediate inter- 
ests. If we are not to have restrictive anti- 
vivisectionist legislation saddled onto us as 
in some other countries each one who is 
personally acquainted with any legislator, be 
he state or national, should take it upon 
himself to elucidate the subject to him. 

Surely the medical profession, the object 
of whose ministrations is to relieve suffer- 
ing and to prolong life, may be .depended 
upon to carry their humanitarianism into the 
animal experimentation necessary to that 
end. 





THE LABORATORY AGAIN 

A correspondent states his preference for 
physical, or, as he expresses it, clinical meth- 
ods (which he deplores as fast becoming a 
lost art) to the laboratory, whether bio- 
chemical or X-ray, in the examination of 
patients. We would rather not mention any 
methods of examining patients in a spirit 
of preference for them to the exclusion of 
others, or of setting one off against the 
other. Medicine must be always both art 
and science. As an art it is much older than 
it is as a science. But both it must be if the 
best for humanity is to be achieved. The 
maintaining of life depends upon biochemi- 
cal processes. We cannot imagine a condi- 
tion in which some form of biochemical ex- 
amination or consideration of biochemistry 
might be omitted. 

As for the X-rays: this is simply a form 
of “inspection,” a physical method. It is 
simply carrying method of observation to a 
degree impossible before Roentgen’s discov- 
ery. How often does the roentgenologist 
hear the expression (usually from patients), 
“Are not the X-rays wonderful?” An 
X-ray apparatus is a means to an end, and 
as such is no more wonderful than a pen or 
a typewriter. It is only when there is the 
best possible technic combined with good di- 
agnostic judgment, that the X-rays are ca- 
pable of the greatest diagnostic service. 
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Wherever any instrument of precision, X- 
rays, biochemical laboratory, the stethoscope 
or the clinical thermometer (all are in the 
same class), contribute to clarity in diagno- 
sis, their employment should not be omitted. 





“GRAVES, WORMS AND EPITAPHS” 


Among the different subjects studied by 
the Committee on the Cost of Medical Care 
is that of funeral costs.* The object of the 
inquiry was to ascertain whether or not 
funeral charges fell with undue severity on 
those who were least able to bear them. The 
investigation is based upon 15,100 instances 
of funeral expenditures among various eco- 
nomic groups. It was found that for estates 
less than $1,000 funeral expenses absorbed 
52.2 per cent in New York, 62.1 per cent in 
Brooklyn, while of an estate valued at over 
$100,000 less than 10 per cent was spent in 
funeral expenses of the deceased. The aver- 
age funeral bill in New York and Brooklyn 
was found to be $772.00, in Chicago 
$480.00, and in Pittsburgh $460.00. The 
average funeral charge for 7,781 adult pol- 
icy holders of the Metropolitan Life Insur- 
ance Company was $363.00. Of the various 
states the highest average was $484.00 for 
New Jersey and the lowest $194.00 for 
North Carolina. It was found that funeral 
expenses were highest in the east, lowest in 
the south, with the central states ranging be- 
tween these two extremes. 

The report notes that funeral expenses 
were much higher among the Irish and Ital- 
ians than among the Jews. Irish widows 
spend on the average of $452.00, which is 
44 per cent of the net estates, while Italians 
spend $421.00, which represents 50 per cent 
of the net estates. Funeral expenditures by 
Jewish widows average $247.00. The ob- 
servation has been made that as a rule fami- 
lies on the low income level frequently spend 
large sums on an extravagant funeral and 
a few weeks later apply to charity for relief. 

It was also noted that the small neighbor- 
hood undertaker who attempts to make 
a living out of his small volume of business 
is more likely to take advantage of poor and 
ignorant families than the large undertaking 
establishment equipped to handle a large vol- 
ume of business. The poor and ignorant 
family in its bereavement is disposed to 
spend insurance and other savings on an 
elaborate funeral. 





*Funeral Costs by John C. Gebhart, of the Committee on 
the Cost of Medical Care. 


EDITORIAL 


43 


The number of undertakers has steadily 
increased, while the annual number of 
deaths is subject to very little fluctuation. 
In 1900 there were 16,200 undertakers in 
the United States. This number had in- 
creased to 24,464 by 1920, an increase of 51 
per cent. The estimated number of deaths 
for 1900 was 1,352,703, while in 1920 it 
was 1,384,078. The business is not by any 
means equally distributed. In New York 
City 8 per cent of the undertakers handle 
44 per cent of the business; the remainder 
92 per cent average twenty-five funerals a 
year, or two funerals a month. The smaller 
firms, it is noted, are therefore obliged to 
charge more than the larger ones. The high 
cost of dying, therefore, is attributed first 
to the desire on the part of families for elab- 
orate funerals, and secondly to the absence 
of organization and to waste in the funeral 
industry. 

The concluding paragraph of this report 
is: It is apparent that funeral prices cannot 
be greatly lowered until the volume of busi- 
ness, which is fixed by the death rate, is con- 
centrated in fewer hands. This applies both 
to funeral directors and to manufacturers 
of burial goods. 





THE UPLIFTER 


To Professor Sumner, at one time head 
of the Department of Sociology of Yale 
University, is accredited the following 
formula for all social reform. A and B, 
who are persons of high ideals, are out of a 
job, get together to decide what C can be 
persuaded to do to reform D or to alleviate 
his condition. D is addicted to excesses in 
the use of drugs or alcohol. He is in fact a 
victim of social maladjustment. A and B 
have no money of their own to carry on the 
campaign of reform, so they appeal to C, 
who is an industrious, hard-working fellow, 
and by thrift has saved up some money. 
C, according to Professor Sumner, is “The 
Forgotten Man,” whom nobody thinks much 
about except to appeal to him for money to 
help reform D. If C refuses his dollar to 
these “friends of humanity” he not only 
loses caste but an endeavor is made to mo- 
bilize the “moral forces of the state” to 
incite C to a sense of duty to compel him to 
take care of D and his children. 

Sunday enjoyments must be cut off from 
C, his clubs must be closed so that D will 
be “removed from temptation.” A and B 
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have good jobs at C’s expense, saving D 
from what A and B consider defects of his 
nature and education. To quote Professor 
Sumner*: “There is no pressure on A and 
B. They are having their own way and 
like it. There is rarely any pressure on D. 
He does not like it and evades it. The pres- 
sure all comes on C. The question arises, 
Who is C? He is the Forgotten Man and 
as soon as he is drawn from ‘his obscurity 
we see he is just the man each one of us 
ought to be.” 





COMMON COLDS 


A year or so ago it was announced that a 
considerable sum of money had been appro- 
priated for research, the subject being com- 
mon colds, to use the ordinary expression. 
The work is being carried on at Johns Hop- 
kins University under the John Jacob Abel 
Fund. The result so far of the scientific 
work is that colds are caused by a filterable 
virus. This finding is the outcome of elab- 
orate experiments undertaken at the medical 
school and the School of Hygiene and Pub- 
lic Health. The discovery and isolation of 
the adequate causative factor carries with it 
the possibility of a vaccine that will produce 
immunity to the disease. 

The experimentation has been carried out 
on human subjects—volunteers under con- 
trolled conditions. The virus was found to 
pass through the finest filters and was free 
from any organism that could be detected 
by the highest power microscopes. The dis- 
covery is said to set aside the belief that 
colds are produced by chemical changes tak- 
ing place in the body. 

Knowledge of filterable virus is of a 
somewhat negative nature. The virus is 
contained in a liquid that will pass through 
the finest filters but contains no micro- 
organism which may be detected by means 
of the finest microscopic study. There is 
agreement among microbiologists that it will 
produce disease, but further there is no 
_agreement. 

While colds are apt to be considered 
-somewhat lightly, they constitute the great- 
est single disabling factor, since it is esti- 
mated that at least forty per cent of ab 
sences from work by industrial employees 
is due to them. This fact means a loss not 
only so far as continuity of service is con- 
cerned, but also an amount estimated at two 





*The Thinker, November, 1930. 
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billion dollars annually in wages. Perhaps 
the greatest menace of the common cold is 
the susceptibility it produces to pneumonia, 
as well as other more dangerous diseases. 





MAY COUNTY MEDICAL SOCIETIES 
PRACTICE MEDICINE? 

Once a year state secretaries and editors 
of State Medical Journals respond to a call 
to the headquarters of the American Medi- 
cal Association, where they meet in a two 
day convention. What do they discuss? 
Nothing in the field of scientific medicine or 
surgery. The subjects that engage their at- 
tention belong rather to the social and eco- 
nomic phases of medicine, such as the care 
of the indigent sick, health insurance or 
medical publicity. 

There is a strong feeling that in the care 
of the indigent sick the medical profession 
is doing more than its share. The problem 
is not the concern of the medical profession 
alone; it is a community problem. As the 
situation is at present, provision is made in 
most communities to meet the expenses of 
every factor concerned except paying the 
doctor, who is expected to contribute his 
services, in most instances without any re- 
muneration whatsoever. 

Among the plans proposed for the care 
of the indigent sick is a blanket contract 
scheme which has been tried out in eleven 
counties in Iowa for periods ranging from 
twenty-six years to one year. The County 
Medical Society enters into an agreement 
with the supervisors of the county to pro- 
vide medical and surgical care to indigents 
for a fixed annual sum. This sum is paid 
over to the County Medical Society and is 
divided among its members, all of whom, 
some time during the year, have served in 
a rotating service. Details of the contract 
plan may be obtained from the Iowa County 
Medical Society at Des Moines, Iowa. 

Membership in the various county socie- 
ties in Iowa which have adopted the blanket 
contract with the county ranges from ten to 
eighty-six. We presume the number of phy- 
sicians indicates in a general way the density 
of population. The distribution of funds 
for the medical care of the poor ranges from 
$1,600 to the county having the ten physi- 
cians to $12,600 in the county with eighty- 
six doctors. 

The sum paid into the treasury of the 
county medical societies takes care of the 
expenses of the society, including medical 
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protective insurance and fees for providing 
scientific programs and such other items as 
are ordinarily met by membership fees. The 
distribution of remuneration to members is 
made after deducting such incidental ex- 
penses as we have mentioned. 

This plan should not be lightly dismissed 
by county societies of Michigan without se- 
rious consideration. Enabling legislation 
may be necessary before a Michigan County 
Medical Society can enter upon such a con- 
tract. The plan has been tried and proven 
successful in the smaller municipalities. 
How it would work in the larger centers of 
population remains to be seen. 





A MORATORIUM ON DOCTORS’ 
BILLS 

This is the title of an editorial which ap- 
peared in a recent number of the Detroit 
Free Press, which editorial was inspired by 
a resolution of the executive council of the 
American Medical Editors’ and Authors’ 
association advising a nation-wide morator- 
ium on doctor bills by patients out of work. 
This resolution had already appeared as an 
item of news which we felt deserved no 
notice whatsoever. The Medical Editors’ 
and Authors’ association, if it knows any- 
thing at all, knows that there has always 
been a moratorium so far as the paying of 
doctor bills is concerned, even by those who 
are not out of work, so that the resolution 
was construed by us merely as a gesture to 
attract newspaper publicity. Doctors are 
today as they have been always, so far as 
their first consideration being the saving of 
life and alleviation of pain, with the remu- 
neration for the same as a second considera- 
tion. The Free Press acknowledges this: 
“A great many doctors and surgeons still 
take that attitude.” In the city of Detroit 
alone approximately one-tenth of the popula- 
tion was treated in free clinics in 1929 (the 
statistics for 1930 are not yet available). 
This does not include the free treatment 
meted out by some fifteen hundred physi- 
cians who are not connected with clinics. 
The indigent sick of the city have come to 
be regarded as the doctor’s problem, not the 
community’s. The community is willing to 


pay for buildings, for the services of social 
workers and clerks, for medicines, but they 
expect the factor that is to do the actual 
work of caring for the indigent sick, to do 
it without any reward. 

A moratorium on doctors’ bills. 


Logic- 
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ally the only source of revenue a doctor has 
is his remuneration for whatever services 
he is able to render. Of course, if he must 
wait indefinitely for his fees, it means in the 
vast majority of cases virtual cancellation, 
since some people especially in large cities 
have a singular habit of moving from place 
to place every few weeks and getting lost. 
Many are never long enough in one place 
to become en tance a city directory. 

The next thing in order as an aid to the 
doctor would be a moratorium on the part 
of the butcher, grocer, baker, tailor and 
taxation department, rent, and all other 
items of expense which the doctor is now 
expected to meet with the greatest prompt- 
ness. 





SPINAL ANESTHESIA 


Spinal anesthesia is being employed with 
greater frequency than ever before. It has 
definite merit. It also has definite contra- 
indications. It should not be employed ill- 
advisedly. Dr. Frank Kelly has outlined 
the following rules that one may well ob- 
serve: 

SUGGESTIONS OF SPINAL ANESTHESIA 
COMMITTEE 


1. Pre-operative blood pressure limited to mini- 
mum—Systolic 90, Diastolic 60. Blood pressure 
recorded at least every ten minutes during 
operation. 

2. No spinal anesthesia for operation above dia- 
phragm. No administration of anesthetic above 
first lumbar interspace. 

3. Dosage: 

1 Ampoule of spinocain (except in exceptionally 
large framed individual). 

1 Mg. of novocain per pound of body weight, 
maximum dose. 

4. Spinal anesthesia should be avoided in cases of 

C.N.S. lues. 

Safety Factor: 

Use Trendelenburg position. Check height of 

anesthesia constantly, until desired level is at- 

tained, then immediate Trendelenburg. 

6. Spinal should be given by trained operator, ap- 
proved by chief anesthetist. 

7. General consent to every operation, including 
type of anesthesia (special form obtained by 

- hospital). 

8. Present house orders for pre-operative examina- 
tion should be carefully checked; urine, heart, 
lungs, blood pressure. 

9. Pre-operative sedative should 
barbituric acid preparation. 

10. A Trendelenburg stretcher for purpose of trans- 
porting patients in this position should be ob- 
tained. 

11. Spinal not to be used for minor operation, such 
as: dilatation and curettage; ingrown toe-nail; 
skin-graft; circumcision; insertion of radium, 
etc. 


on 


include some 


EXCEPTIONS 
1. If in doubt, head of anesthetic department 
should be consulted. 
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2. Any exception to these rules should be made 
only after consultation with head of anesthetic 
department. 

3. The above rules are for spinocain and novo- 
cain crystals. With gravocain, administer only 
in sitting position, head and shoulders elevated 
throughout operation. Should be used only for 
obstetrics, vaginal or rectal operations. 

4. No pre-operative ephedrin or adrenalin shall 
— in patients with systolic pressure over 
Ephedrin or adrenalin should be used through- 
out course of operation to maintain a blood 
pressure over 70 systolic. 

5. The pre-operative sedative should never be so 
great as to interfere with accurate checking of 
the height of the anesthesia. 


NURSES’ PRE-OPERATIVE ORDERS FOR SPINAL 
ANESTHESIA 


(These orders are for adults only.) 
. BARBITAL grains 5 at 9 o’clock the evening 


_— 


before. 

2. BARBITAL: grains 10 one hour before opera- 
tion. 

3. Morphine Sulphate grains %4 per hypo. 
Scopolamine Stable “Roche” one ampule 1/200 
grain. (Both 30 minutes before operation.) 

4. Fluids up to time of operation. 

5. Record Blood Pressure on chart. 

6. If in doubt about any part of procedure call 


surgeon or anesthetist. 


POSTOPERATIVE 


Unless otherwise ordered by anesthetist KEEP 
PATIENT IN TRENDELENBURG POSITION 
(Head lower than feet) For THREE HOURS 
FOLLOWING OPERATION. 








SAMTHING WRANG WI THAE FREE 
CLINIC 


The ither day I gaed awa’ doon tae ane 0’ 
thae free Clinics, to see if my auld freen’ 
Gordie MacIntosh, frae Aberdeen, was takin’ 
treatments there. Naw, naw, they said, we 
ha’na seen ony body frae Aberdeen since 
the Hospital started awa back in the 60s. 

A fine bonnie lassie was the clark, an she 
says tae me, says she, kind o’ sonsie like, 
wad you like tae see a doctor yersel’? An’ 
I says, aweel, I hae some bunions on ma feet 
thats aften botherin’ me afore a storm. Hae 
ye got a guid doctor on bunions? Aye, we 
have that, says she, I’ll hae ye see Dr. 
Fraeser, the professor 0’ Bunionology, or 
some sic thing. 

So I saw the doctor an’ he looked at my 
bunions an’ felt o’ them sae hard; man, but 
he made my auld banes crack, afore I could 
cry, haud! man, haud! my banes are no iron. 

But he says, haud naethin’, haud oot yer 
tongue; say ah, an’ I tried tae say “ah,” or 
something but he wad’na let me. 
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Then he says tae me, ye need yer tonsils 
oot and yer teeth, their a’fu’ bad an’ we'll 
tak oot yer appendix too. 

Doctor, I says, I didna bring ony monie 
we me, an’ I'll hae tae gang hame an’ tell 
Maggie. 

Weel, he says, ye dinna need tae hae ony 
monie. Yer in the free clinic an’ ye micht as 
weel hae a’ thae things done tae ye whiles 
yer here. 

Weel, I came awa kind o’ smilin’ like, 
thinkin’ o’ the bonnie joke I had tae tell 
Maggie. I was alimpin’ wi’ my bunions an’ 
a cogitatin ’aboot the man in the clinic bein’ 
sae anxious to dae sae much surgery for 
naething. 

Of course it shouldna tak’ ony monie tae 
tak’ oot ma fa’se teeth for I dinna sleep we 
them onyway. 

Man, but when I tauld Maggie, ye should 
o’ heard that woman scald. 

Ye auld fool, sa’s she, hae ye gon’ crasy 
tae gang tae sic a place, we a’ the paupers, 
dinna ye ken there’s samthing wrang we ony 
body wha tries tae gie ye sae muckle for 
naethin’? There’s samthing wrang I’m tellin’ 
ye. 

Aweel, I didna find Gordie MacIntosh or 
ony ither body frae Aberdeen —WEELUM. 





See note of introduction on Weelum, December number of 
the Journat M. S. M. S., page 937.—Editor. 








THE GOD OF THE MACHINE 


(The New York Times) 


It has become commonplace to buy cigarettes from 
a machine which replies with a trade slogan and a 
“Thank you.” The next step in complete mechaniza- 
tion of life is a means of dispensing medical advice 
in something the same way. The clinic of psycho- 
therapy in Rue Saint-André-des-Arts in Paris stands 
ready to supply phonograph records which will give 
learned advice. 

One will only need to push a lever to hear a 
grave and professional voice pronounce sage words. 
No longer will the sufferer moan, “I feel feverish, 
worn out, full of aches and pains. Better send for 
the doctor.” He will say instead, “I’m not feeling up 
to much today. Let’s play disk No. 98765, ‘General 
Depression.’ ” 

If influenza breaks out in a city, there will be a 
run on the shops for record No. 1234. If measles 
or chickenpox threatens a school, all the pupils will 
march home with medical advice in their school bags. 
The hyponchondriac can indulge himself, and spare 
his physician, by investing in a complete compendium 
of phonographic treatments. 

Human attention and sympathy will be the only 
lack. Perhaps something of the doctor’s personality 
might be supplied by providing with each consulta- 
tion disk a clinical thermometer, a tongue depressor 
and a small flask of disinfectant, or even a gray- 
bearded mask for the phonograph. 
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WHEN IS A PERSON DRUNK? 


(Manchester Guardian) 

[With acknowledgments to the Carlisle police who, asa 
test for drunkenness in the driver of a motor-car, asked him 
when William the Conqueror landed and who signed Magna 
Charta.] 

The sergeant said the man was drunk and acted 
most suspiciously; 

The surgeon said the case was one for handling 
more judiciously, 

For if in truth the cause was drink, that danger to 
society, 

The time had come to test him for the signs of 
inebriety. 


But “round the rugged rock the ragged rascal” 
managed readily, 
And he could also toe the line and walk along it 


steadily, 

And “British Constitution” he emitted like an 
oracle— 

So they applied their “Fourth Degree,” or scrutiny 
historical. 


With “Haydn’s Dictionary of Dates” they went for 
him ferociously; 

They asked him when Queen Anne was born—and 
that he muffed antrociously. 

They asked him how long Stephen reigned, but he 
could not imagine it, 

Nor did he know the epoch of one genuine Plan- 
tagenet. 


When questioned on the Commonwealth he could 
not answer fittingly. 

They asked him when Will Shakespeare died; he 
shook his head unwittingly. 

His views on Magna Charta would have shamed a 
Zoroastrian, 

Nor could he date a single scrap ’twixt. Yorkist and 
Lancastrian. 


To give him one last chance (for justice does not 
like miscarriages) 

They asked him for a dated list of Henry Tudor’s 
marriages, 

But when his vague responses showed a chaos quite 
unshapeable 

The verdict was “Oh, very drunk—and obviously 
incapable.” 
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THE IMPORTANCE OF CLINICAL 
EXAMINATION IN DIAGNOSIS 


To the Editor: The experienced physician will 
be taxed many times in order to give his patient the 
best advice for his individual case, and it is most 
important that the patient understand the sugges- 
tions as to treatment. Patients are often advised to 
follow a certain line of procedure for a few days or 
weeks and to return for a recheck. The physician 
should re-examine patient as he may have overlooked 
some subjective or objective symptoms which may 
change his first impressions. 

Whenever it is at all possible, if thére is a ques- 
tion regarding correct diagnosis, recheck of the pa- 
tient at different periods is important, if we are 
to be sure that we are doing for our patients all 
that i ought to do. 

e surgeon of long experience will recall in ‘the 
early days of gall bladder surgery, that in many 
cases the head of the pancreas would be found to 
be three or four times the normal size, and he would 
consider that there was a carcinoma present; he did 
not drain the gall bladder nor remove the gall stones, 
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but informed the relatives and sometimes the patient, 
that no operation could be done, and the case was 
apparently hopeless. 

If the physician were able to follow such patients 
he would find that they did not have carcinoma at 
the head of the pancreas, but a chronic pancreatitis 


‘secondary to gall bladder disease. It is known by 


repeated observation of such cases that they get 
along very well after drainage of the gall bladder 
and removal of the exciting cause. 

Taking conditions for granted without going into 
the minutest detail of the clinical history is often 
disastrous for the patient. Careful observation of a 
sick patient, especially one confined to bed, even 
noting his mental and. physical attitudes toward his 
disease, will often make a diagnosis. 

Whenever possible laboratory data, excepting the 
routine blood counts and urinalyses, should be re- 
served until after clinical examination has been 
finished, so we may intelligently ask the coopera- 
tion of the laboratory. The laboratory should not 
be considered the source of voluminous reports of 
special examinations but its reports should be cor- 
related with the clinical data and the proper deduc- 
tions made regarding the case in hand. 

With the increasing use of the laboratories it is 
even more important that the clinical examination 
by the experienced physician should be very carefully 
done. It is sometimes easier for a physician to 
resort to the electrocardiogram with X-ray of the 
chest than it is to make a careful physical examina- 
tion of the chest, and it seems to be easier to refer 
patients for an elaborate G. I. X-ray series, which 
may be unnecessary, instead of taking a careful his- 
tory followed by a complete physical examination, 
including digital rectal and proctoscopic examination. 
We-do think that laboratory examinations are im- 
portant, but they should never supersede the pains- 
taking clinical examination, which we sometimes feel 
is becoming a lost art. The substitution of labora- 
tory data, whether it be of the bio-chemical or the 
X-ray laboratory, will often result poorly for the 


patient. 
CLarK D. Brooks, M.D., F.A.C.S. 
113 Martin Place, Detroit, Mich. 
November 11, 1930. 





PANEL SYSTEM OF MEDICAL PRACTICE 
IN ENGLAND 


To the Editor of the Journal of the Michigan 
State Medical Society: Referring to the editorial 
in the September number of the Journal of the 
Michigan State Medical Society entitled Paternalism 
in Medicine, I wish to comment as follows: 

The first part of your statement, namely, “The 
patient has no choice whatsoever in the matter of 
selecting his physician,” is incorrect. It may be 
stated broadly that the physician has the right to 
choose his patients and that insured persons have the 
right to select the doctor by whom they wish to be 
attended, but no insured person who makes applica- 
tion for the purpose must be left without treatment 
immediately required, or without a regular doctor. 
Of course, this latter rule applies only to the obliga- 
tion of a panel physician to all those entitled to 
medical service. 

“An insured person on a doctor’s list may select 
another doctor in the following circumstances: 

(a) He may at any time apply to another doctor 
for acceptance on his list; if he is accepted, the new 
doctor immediately becomes responsible for his treat- 
ment, but if he is still in the district in which his 
former doctor practices, he cannot be accepted on 
another doctor’s list unless, first, both doctors signify 
their consent to the transfer in writing on the 
patient’s medical card; or, 

(b) the insured person has forwarded to the 
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Insurance Committee his medical card with a notice 
of his wish to transfer and—not less than fourteen 
days after this notice is received by the Committee 
—the patient and new doctor have notified the Com- 
mittee on a prescribed form of their mutual agree- 
ment to the transfer.” 

Notwithstanding the favorable opinions offered 
on the operation of the Act, Doctor Rappleye is quite 
right in stating that there is a distinct deterioration 
in medical practice. 

Your statement, “The result has been, both in 
England and Germany, dissatisfaction on the part 
of both physician and patient,” is, however, open to 
question. Of course, the whole situation is a com- 
plicated one, and has to be viewed from many angles. 
If you would change your sentence to read some- 
thing like this—that as a result of this legislation 
unfortunate conditions obtain for both patient and 
doctor in England and Germany—you would be on 
sound ground. The facts are that while the doctors, 
in England particularly, recognize the unsoundness 
of the principle involved and are conscious that the 
quality of practice is deteriorating, they are in a 
better financial position than ever before on account 
of their assured incomes. In Germany they are not 
nearly so well paid and your statement is true with 
reference to them. 

Regarding the satisfaction of the people with the 
plan, it is rather difficult to determine that. You 
will recall that before the establishment of the 
Medical Practice Act, the Friendly Societies pro- 
vided medical care for a very considerable propor- 
tion of those now receiving medical benefits under 
the Act, so that large numbers have grown up under 


a similar plan of medical care. They have entered. 


voluntarily into these societies on account of the 
cheapness on the one hand and the fact that it gave 
them fraternity relations on the other. The medical 
benefits under the present Act are so closely tied up 
- with the operation of the dole, and the dole is so 
fully approved by those included in the Medical Act 
that, for perfectly obvious reasons, one could not 
get an unbiased verdict. 
James D. Bruce. 


Ann Arbor, December 5, 1930. 
(Communications Continued on Page 59) 
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Have you ordered your History set? 


The Council meets in Ann Arbor, January 21, 1931. 








Newly revised Constitution and By-laws was pub- 
lished in the December issue. 





You are invited to attend the Beaumont lectures 
at the Wayne County Medical Society January 26th 
and 27th. 





The Annual Conference of County Secretaries 
will be held in Ann Arbor, January 22. See program 
in this issue. 


Professor James’ Ewing, Professor of Pathology, 
Cornell University, is the Beaumont lecturer. His 
general subject is Tumors. 


Jour. M.S.M.S. 


Dr. A. W. Crane of Kalamazoo addressed the De- 
troit Roentgen Ray and Radium Society, December 
18, 1930, on the history of Roentgenology. 


The Fifth Annual Clinic of the Highland Park 
Physicians Club held December 4 was well attended, 
the registration numbering approximately four hun- 
dred physicians. 


Dr. William J. Cassidy of Detroit announces that 
he will give an all day surgical clinic and demon- 
stration at St. Mary’s Hospital, Detroit, Friday, Jan- 
uary 9, 1931. 


Drs. C. G. Jennings, A. F. Jennings and S. W. 
Wallace of Detroit have removed their offices to 
the Charles Godwin Jennings Hospital, 7815 Jeffer- 
son Avenue, East, Detroit. 


Dr. L. J. Hirschman of Detroit has moved his 
office from the Kresge Building to 7815 Jefferson 
Avenue E. Dr. Hirschman is one of the Trustees 
of the new Charles Godwin Jennings Hospital. 


Dr. Angus McLean of Detroit has been elected 
a member of the Board of Governors of the Amer- 
ican College of Surgeons for a term of three years 
the term expiring with the annual meeting in 1933. 


Dr. J. W. Crane, Professor of Pharmacology, Uni- 
versity of Western Ontario, London, Ontario, was 
the speaker Dec. 10th at the regular monthly meet- 
ing of the Genesee County Medical Society at Flint. 


Dr. H. P. Mellus was unanimously elected presi- 
dent of the Livingston County Medical Society 
which met at Howell, Michigan, September 11th. 
The vice-president elected is Dr. Hendron. Dr. L. 
A. Davis was re-elected secretary-treasurer. 


The following Michigan physicians have been 
taking post-graduate work in Vienna during the 
past few months: Drs. Harry B. Weinburg, Lan- 
sing; Edward Leahy, Jackson, and Thomas O. 
Menees of Grand Rapids. 





Dr. Walter C. Alvarez, Professor of Medicine, 
Mayo Clinic and the University of Minnesota 
Graduate School of Medicine, delivered an address 
on some problems of gastroenterology before the 
Washtenaw County Medical Society on December 
17th. 


The cornerstone for the new Grace Hospital Unit, 
Detroit, was laid December 11th. The Unit is being 
erected for the accommodation of patients of mod- 
erate means. The sum of $850,000 was subscribed 
last May to defray the cost of the new Hospital 
Unit. 





Dr. Walter J. Wilson, Jr., has returned from Lon- 
don, where he took special cardiac courses in the 
National Hospital for Diseases of the Heart. Dur- 
ing his stay in Europe he also visited in Paris. He 
will be associated with his father, Dr. Walter J. 
Wilson, in offices at 1718-20 David Whitney Build- 
ing, Detroit. 


Volume 29, 1930, of the Journal of the Michigan 
State Medical Society contained the largest number 
of pages of reading matter exclusive of advertising 
of any single year since it began to be published in 
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1901. The size for the past four years varied as 
follows: (1927) 756 pages; (1928) 860 pages; (1929) 
901 pages and (1930) 965 pages. 





Dr. H. P. Mellus is building a new modern hos- 
pital at Brighton. While the hospital is the prop- 
erty of Dr. Mellus it will be placed at the service 
of all local physicians when completed. The build- 
ing will be a fine two-story specimen of Georgian 
architecture facing Grand River Avenue. The 
equipment will include all approved up-to-date ap- 
paratus necessary for diagnosis and treatment. 





The Beaumont Foundation lectures given by the 
Wayne County Medical Society will be held Janu- 
ary 26 and 27, 1931. The lecturer for 1931 is Dr. 
James Ewing, Professor of Pathology, Cornell Uni- 
versity. The general subject is Tumors. The 
course will consist of three lectures, the first Mon- 
day evening January 26, the second Tuesday, at 10 
A. M. and the third Tuesday evening. The mem- 
bers of the Michigan State Medical Society are in- 
vited to be present. 





The various forms of nephritis comprised the 
subject of lectures and clinical demonstrations given 
at Harper Hospital on December 11th. The pro- 
gram was arranged for by the Department of Urol- 
ogy of the Hospital and was sponsored by the De- 
troit branch of the American Urologic Society. 
Those taking part were Dr. Charles Brown, Asso- 
ciate Professor of Internal Medicine at the Univer- 
sity of Michigan; Dr. S. Lewis of McGill University 
and Dr. Plinn F. Morse, Pathologist of Harper Hos- 
pital. The clinic was in charge of Dr. Fred H. Cole, 
Chief of the Division of Urology at Harper Hospital. 


The following physicians have been appointed on 
the Committee to take care of the public meeting 
on Friday, January 16, 1931, at 8:15 P. M. in the 
auditorium of the Northern High School, Detroit, 
at which meeting Dr. Austin A. Hayden of Chicago 
will give an address on a subject concerning the 
deaf: Drs. Emil Amberg for the Detroit League 
of the Hard of Hearing; B. R. Shurly, President 
Detroit Board of Education, who will introduce the 
speaker of the evening; Dr. Milton Robb, President 
Wayne County Medical Society; Dr. Don A. Cohoe, 
President Detroit Otolaryngological Society; Don 
W. Gudakunst; R. Lee Laird; W. J. Stapelton, Jr.; 
F. C. Witter; Howard W. Peirce; F. T. Munson; 
A. P. Wilkinson. The meeting will take place un- 
der the auspices of the Detroit League of the Hard 
of Hearing. Several prominent lay people have also 
expressed their willingness to serve on this com- 
mittee. The list is not yet completed. 


The new Charles Godwin Jennings Hospital, cor- 
ner of Jefferson and Seyburn Avenues, Detroit, was 
opened November 28, 1930. This hospital was erected 
by grateful patients and friends of Dr. Jennings. It 
is a sixty-six bed general hospital with six bassi- 
nets. There is an office building fronting on Jeffer- 
son Avenue which is occupied by physicians and 
surgeons who are independent and not practising 
group medicine. Rental from the doctors’ offices in 
this building is used as an endowment to take care 
of patients unable to meet the cost of hospitalization. 

therwise the rates are the same as those of other 
general hospitals. 





Number 3, Volume I, of the Journal of the De- 
troit College of Medicine has just reached us. It is 
edited by Dr. James E. Davis, Professor of Pathol- 
ogy of the Detroit College of Medicine and pub- 
lished by the Detroit Board of Education. The con- 
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tents for this number are as follows: How to 
Write a Paper, by Professor Thomas G. Rankin; 
A Study of the Paratypic Influences on the Human 
Constitution, by M. N. Walsh; Report of a Case 
of Sarcoma of the Ovary in a Child, Emil D. Roth- 
man; The Thyroid Problem in Retarded School 
Children, C. J. Marinus and O. P. Kimball; and 
Rupture of the Uterus, F. A. Fennig. 


On November 30th memorial exercises were ob- 
served by the Polish American Society in Detroit 
commemorating the revolution in Poland. At this 
meeting Dr. Angus McLean of Detroit gave an ad- 
dress recounting the career of Dr. Paul Fitzsim- 
mons Eve. Dr. Eve died in 1877 while on his way 
to visit a sick patient. He was one of the most il- 
lustrious American physicians of his time, a univer- 
sity professor and author who happened to be the 
only American volunteer to take part in the Polish 
uprising of Nov., 1830—just one hundred years ago. 
He went to Europe to devote himself to the study 
of surgery, spending eighteen months in attendance 
on lectures of famous French surgeons. It was 
while he was in Paris that news up the uprising of 
Warsaw reached him, when he immediately enlisted 
on the side of the Polish cause. Dr. Eve was one 
of the founders of the American Polish committee 
organized for aiding Polish insurrectionists. He 
served as field physician of the 15th Infantry regi- 
ment during the stormy times in Poland, for which 
he was awarded the Gold Cross of Merit. The revo- 
lution over, Dr. Eve returned to his native land, 
where he organized the Medical College of Georgia, 
having occupied the chair of surgery from 1832 to 
1849. He also saw service in the war between 
Mexico and the United States. 





W. K. KELLOGG FOUNDATION 


Dr. Stuart Pritchard, who was formerly a member 
of the staff of the Battle Creek Sanitarium, has been 
appointed Medical Director of the W. K. Kellogg 
Foundation, with headquarters at Battle Creek. 

The W. K. Kellogg Foundation was formed by 
Mr. W. K. Kellogg of Battle Creek, Michigan, in 
November, 1930. This Foundation will replace and 
enlarge the scope of the W. K. Kellogg Child Wel- 
fare Foundation created a few months ago. The 
purposes of this organization are to help directly 
and indirectly to benefit children, such as the preven- 
tion and treatment of mental and physical affections, 
improve the facilities in education and to encourage 
all well balanced and scientifically sound methods; 
to help to improve conditions under which children 
exist. Also to help adults insofar as it has a direct 
influence and bearing on the health and welfare of 
children, such as prenatal care of the mother, guid- 
ance and help to the mother during the nursing 
period. 

The governing body of this organization will con- 
sist of seven trustees already appointed. When a 
vacancy exists the choice will be by the remaining 
six and in rotation suggestions for the vacancy will 
be asked from Regents of the University, Governor 
of the State of Michigan, Judge of the Circuit Court 
and other representative bodies and prominent of- 
fices in the State. 

The scope of the organization is not limited to 
any clime, race, religion or geographical boundaries. 
Present officers are W. L. Smith, President; Eugene 
McKay, Vice-president; L. J. Brown, Secretary and 
Treasurer, and Dr. Stuart Pritchard, Medical Di- 
rector; Attorney Burritt Hamilton, Director; Dr. 
A. C. Selmon, Director; Earl Freeman, Director. 

This Foundation will in all probability be the or- 
ganization from which similar activities of Mr. Kel- 
logg will be executed. 
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PROCEDURES TO BE FOLLOWED WHEN A DOCTOR IS THREATENED WITH 
MALPRACTICE SUIT 


a: I ee ee ta 


There seems to be considerable misunderstanding as to what course should 
be pursued when a member is threatened or is sued for malpractice. The 
Medico-Legal Committee of the State Society will defend every member in 
good standing through all the courts. In order that there may be no entangle- 
ments and that proper legal protection may be given, members are urged to 
observe the following instructions— 

When threatened with suit or when served with a bill of complaint for 
malpractice, notice should be zmmediately given to the Medico-Legal 
representative of your local county society. Notice should also be 
immediately given to Dr. F. B. Tibbals, chairman of the Medico-Legal 
Committee, 410 Kresge Building, Detroit, Michigan, together with all pa- 
pers or notices that may have been served upon you. 

It is important that a member does not discuss either with an attorney 
or with the plaintiff any of the facts or details concerning the suit. Pur- 
sue a course of absolute silence and await full instructions from Dr. 
Tibbals. Do not engage any local attorney, but await instructions that 
will be given to each member in regard to the employment of legal 
talent. This procedure is absolutely essential and imperative in order 
that you may be surrounded with the fullest protection. 

Members are urged, when attending fracture cases, to have an X-ray 
picture made before any attempt at reduction or treatment, and also to 
have several X-ray pictures taken during the course of treatment and 
upon the final discharge of the patient. Failure to do so makes procedure 
for defense difficult. 

Remember, in all suits or threats of suit, to immediately send a full 
report to Doctor Tibbals. 











GREETINGS TO NEW OFFICERS 


In almost all of our County Societies, new 
presidents and some new secretaries have 
assumed the duties of these respective 
county offices. We extend to them our 
compliments and greetings. Our sincere 
wishes are for a year of successful work 
and achievements. 

The day is past when one may consider 
such selections as being honor tributes. 
They are honor tributes because your fel- 
low members deem you worthy and capable. 
They entrust their organizational interests 
to you for leadership and protection. In 
accepting your office you have assumed an 


obligation, a serious obligation. You have 
assumed a year of intensive, time consuming 
labor. You have agreed to take and do a 
job. We trust you are determined to meet 
up to the task before you. It is your op- 
portunity to serve and cause your society to 
record a successful year. We are eager for 
your success and desire to encourage your 
zeal as well as to assist you. 

Please command your State Secretary 
whenever he can render assistance or imi- 
part information. The facilities of this 
office are at your disposal. It is desired 
that you utilize them. A year hence we 


shall be proud to record the results that your 


work achieved. 
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NEW YEAR RESOLUTION 


Never has there been a time like the pres- 
ent in which there was:such an urgent de- 
mand for cooperative service. Through of- 
ficers and committees an earnest effort is be- 
ing made to attain the ideals in public rela-” 
tions and to secure a sound economic policy. 
It is impossible to establish fundamental 
principles when individuals and groups 
show lack of interest. Therefore the plea is 
advanced that all our members subscribe to 
and carry out the following: 


The Milwaukee Bulletin suggests that each physi- 
cian ask himself the following questions in attempt- 
ing to analyze just how much he has, or has not, 
contributed to his profession and to organized medi- 
cine: 

1. Have I cooperated with my fellow practition- 
ers as I should, or do I criticize them when the op- 
portunity presents itself? 

2. Have I given serious thought to the activities 
of the County Medical Society, and organized medi- 
cine as a whole? 

3. Have I offered a constructive thought in the 
cause of medicine, or do I resort to carping and use- 
less criticism ? 

4. Have I taken proper interest in public health 
and preventive medicine? 

5. Have I cultivated the vision which embraces 
public welfare and sees beyond the present, and in- 
cludes the possibilities of the future? 





ANNUAL DUES 


January comes and brings the time for 
the payment of the 1931 dues. Yes, collec- 
tions have been poor. They will be worse 
if you fail or delay payment of your annual 
dues. Your County and State Society is 
intensely engaged in concerted endeavor to 
not only conserve but to enhance your per- 
sonal and professional interests. Funds are 
required. Our dues are a low premium rate 
for this protection. 

Please remit promptly to your County 
Secretary. Do not place the burden of col- 
lection on your Secretary. Send him your 
check for 1931 dues during this current 
month. 





ANNUAL CONFERENCE OF 
COUNTY SECRETARIES 


The 1931 conference of County Secreta- 
ries will be held in Ann Arbor, the Michi- 
gan Union, on January 22, 1931. The at- 
tached program will govern the conference. 
During,the noon hour luncheon will be had 
with the Joint Committee on Public Health 
Education. The luncheon will be presided 
over by Dr. Ruthven, President of the Uni- 
versity. 

County societies are urged to send their 
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Secretaries to this conference. County Sec- 
retaries are urged to attend. The new year 
is fraught with many important problems. 
Successful solution can only be attained by 
the combined efforts of all our units. This 
conference will indicate its scope. 

COUNTY SECRETARIES’ CONFERENCE 


Ann Arbor, Michigan, Michigan Union 
January 22, 1931 


10:00 A.M. Welcome—President Stone 
The Council—B. R. Corbus, Chairman. 
Activities—Secretary 
12:00 M. Luncheon 
1:15 P.M. Legislation 
to What Responsibility Devolves Upon the 
1:35 P.M. County Society 
A. H. Whittaker, Detroit 
1:35 P.M. 
to Discussion 
2:00 P.M. 
2:00 P.M. 
to County Programs 
2:20 P.M. 
Phil Riley, Jackson 
2:20-2:40 P.M. Discussion 
2:40P.M. Invited Guest—C. W. Waggoner, Presi- 
dent Ohio State Medical Society 
3:15 P.M. Medico-Legal Problems 
F. B. Tibbals, Detroit 
3:35 P.M. County Health Units 


C. C. Slemons, Lansing 
State Commissioner of Health 
Pediatric Clinics 
A. D. La Ferter, Detroit 


MID-WINTER SESSION OF THE 
COUNCIL 


The Mid-winter Session of the Council 
will be held in the Michigan Union, Ann 
Arbor, at 2:00 P. M. on January 21, 1931, 
for the transaction of such business as may 
properly come before the Council. 

B. R. Corsus, Chairman. 

The Council will hold an afternoon and 
evening ee on the twenty-first. On 
January 22 the Council will participate in 
the Annual Conference of County Secre- 
taries. 


4:00 P.M. 








MINUTES OF THE DECEMBER 
MEETING OF THE EXECUTIVE 
COMMITTEE 


The December meeting of the Executive 
Committee of the Council was held in Grand 
Rapids on December 11, 1930. 

Present—B. R. Corbus, Chairman; J. D. 
Bruce; Henry Cook; G. L. LeFevre; R. C. 
Stone, President; Carl F. Moll, President- 
Elect; F. C. Warnshuis, Secretary. 

1. The Secretary presented several com- 
munications pertaining to legislation. A 
draft of a bill proposing certain amendments 
to the Public Act that creates a registration 
board for trained nurses was presented, and 
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upon motion of Cook-Le Fevre was refer- 
red to the legislative committee with the re- 
quest that they study the proposed amend- 
ments and make recommendations to the 
January session of the Council as to what 
the position of the society shall be in regard 
to the support of this bill. 


2. The Secretary presented a memoran- 
dum of the proposed amendments to our 
Medical Practice Act and indicated what 
these amendments would accomplish. This 
was for informative purpose, as_ these 
amendments are being sponsored by the 
Board of Registration in Medicine and also 
the Attorney General’s department of the 
state. They do in no way originate in the 
state society. 

3. The Secretary presented several com- 
munications from the American Medical As- 
sociation relative to national legislation. 
Upon motion of Cook-Bruce, the policy 
was determined upon that our state society 
will support the legislative activities of the 
American Medical Association and through 
the Chairman of the Council and the Secre- 
tary of the Society our legislative influence 
would be recorded with Michigan senators 
and representatives. 

4. The Secretary presented further cor- 
respondence on the subject of “State Medi- 
cine’ which has been recommended to various 
high schools and colleges as a subject for de- 
bate. A communication was read from the 
American Medical Association stating that a 
pamphlet giving informative data would be 
made available at an early date. Upon mo- 
tion of Cook-Le Fevre, the Secretary was 
instructed to secure a supply of these pam- 
phlets to be sent to all making inquiry for 
information upon the subject. 

5. Upon motion of Le Fevre-Cook, the 
Secretary was directed to pay the traveling 
expenses of county secretaries attending the 
annual conference of county secretaries. 

6. Upon motion of Le Fevre-Cook, the 
Chairman of the Finance Committee and 
the Secretary were directed to exercise their 
best judgment in the matter of dealing with 
members who are delinquent in their 1930 
dues. 

7. Upon motion of Le Fevre-Bruce, the 
Secretary was directed to make another pay- 
ment of $1,500 to the Bruce Publishing 
Company, which will be applied on expense 
of publishing the history. 

8. The Secretary presented an extended 
report upon his conference with the officers 


Jour. M.S.M.S. 


of the Oakland County Medical Society rel- 
ative to arrangements for the 1931 Annual 
Meeting. Upon motion of Cook-Le Fevre, 
this was referred to the Mid-Winter meet- 
ing of the Council for further discussion 


-and official approval. 


9. The Secretary presented a communica- 
tion relative to the Pershing memorial that 
is being erected in Paris as a memorial to the 
American army. A room in this memorial 
is to be set aside for the medical profession 
of the country. The American Medical As- 
sociation has agreed to sponsor the furnish- 
ing of this room at a cost of approximately 
$10,000.00, and is requesting voluntary sub- 
scriptions from the profession. On motion 
of Le Fevre-Cook, the Secretary was di- 
rected to address a communication to each 
county society asking each county unit to 
contribute whatever sum they felt able to 
send, and to send these contributions to the 
state secretary, who in turn would send them 
to the American Medical Association, credit 
being given in each instance to the county 
society subscribing. 

10. On motion of Cook-Le Fevre, the 
Medico-Legal committee was commended 
for its intent to send a personal communica- 
tion to each doctor regarding the work of 
the committee and the procedure that mem- 
bers should observe when applying for the 
protection accorded by this committee. The 
sentiment was further expressed that it 
would be a desirable policy to address such 
a letter once each year to our members in 
order that they may more fully understand 
the important benefits that they are obtain- 
ing because of the work of the Medico- 
Legal committee. 

11. The Secretary read a letter from the 
Secretary of the Houghton County Med- 
ical Society relative to Post-Graduate clinics 
in the Upper Peninsula. This was referred 
to the Post-Graduate committee of the 
Council for consideration and recommenda- 
tion that the request be granted. 

12. The Secretary presented a communi- 
cation from the Chairman of the society's 
Cancer Committee in which a request was 
made that the Council undertake a survey 
of the state. On Motion of Cook-Bruce, 
this communication was referred to the gen- 
eral meeting of the Council in January. 

13. The Executive Committee engaged 
in a long discussion of the report of the 
committee on Hospital Survey. Upon mo- 
tion of Bruce-Le Fevre, the Chairman of 
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the Council was instructed to address a let- 
ter to the President of the University of 
Michigan requesting his advice as to the 
procedure to be followed in order to obtain 
further consideration of this report by the 
Board of Regents. 

The Executive Committee adjourned at 
10:00 P. M. 

F. C. WARNSHUIS, 


Secretary. 





MEDICAL HISTORY 

By action of the Executive Committee of 
the Council, the Secretary was authorized to 
enter into arrangements with the G. A. In- 
gram Company for the sale of our Medical 
History. 

In compliance with these instructions, the 
G. A. Ingram Co. has been duly appointed 
as the society’s agent for the sale of our his- 
tory. The sales force of the Ingram Co. 
will call upon all the doctors in the state and 
will solicit their subscription. 

Members are hereby notified that such so- 
licitation is being made with and under the 
authority of the Council. 
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CALHOUN COUNTY 


The November meeting of the Calhoun County 
Medical Society was held at the Kellogg Inn, Tues- 
day evening, November 4, 1930. Thirty members 
enjoyed the dinner provided, and twenty others came 
in at 8:00 o’clock to listen to the program. The 
President, Dr. Wilfrid Haughey, presided. After 
adoption of the minutes, as published in the Bulle- 
tin, Volume XIII, Number 9, the following bills 
were approved for payment: 








Flowers $8.00 
Secretary's Expense 10.88 
18.88 


A statement was made by the secretary that an 
effort was being made to establish a Doctors’ Serv- 
ice Bureau, and that in view of the possibilities of 
such a Bureau, it might be well to investigate the 
inner workings and personnel of those interested. 
Dr. Gorsline also suggested that the Society might 
do well to go into the propesition and moved that 
a committee of five to be appointed to look into the 
matter and bring in a recommendation to the So- 
ciety at its next meeting. The following committee 
were appointed: 

Dr. Gorsline, Dr. Becker, Dr. Allen, Dr. Mustard, 
Dr. Knapp. 

The President brought up the subject of the care 
of the indigent, and a discussion of the subject re- 
vealed the fact that the new incumbent of the Poor 

ommissioner’s office was anxious to cooperate with 
the medical profession, and would welcome the ap- 
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pointment of a committee to work out a plan by 
which some of the annoyances of the past could be 
avoided. On the motion of Dr. Allen, it was voted 
to appoint such a committee. The following mem- 
bers were named: 

Dr. Stone, Dr. Sleight, Dr. Putnam. 

The President called attention to the recent death 
of Dr. H. A. Shurtleff, and the fact that this was 
the fifth loss to the Society during the year. 

The essayist of the evening, Dr. Don H. Duffie, 
of Central Lake, was introduced and presented the 
subject of the Management of Diabetes in a very 
pleasing and interesting manner. He called atten- 
tion to the pathetic plight of the rural diabetic, 
who, he thought, could be managed by the general 
practitioner, providing a few simple steps were taken 
to start him along the right road. 

Meeting adjourned. Members present, fifty. 

Harry B. Knapp, Secretary. 





REPORT OF SECRETARY-TREASURER 
1930 























Receipts 

Balance on hand end of 1929 $ 43.61 
From dues, 115 at $15.00 each 1,725.00 

$1,768.61 

Expenditures 

Per Capita, 115 at $10.00 each $1,150.00 
Printing, Stationery, Letters, ete... 46.90 
Speakers and Entertainment 88.05 
Secretary’s Expense, Postage, Mailing, etc... 54.83 
Flowers 54.00 
History of Michigan Medical Society, Vol. I 5.00 
Miscellaneous 22.04 
Secretary’s Fee - 50.00 

$1,470.82 
Balance, 1930 297.79 








BERRIEN COUNTY 


The members of the Berrien County Society were 
the guests of the Cass County Medical Society at 
Dowagiac, November 25. 

The Cass men entertained with a turkey dinner 
held at the Lark Inn. About 50 members of the two 
societies were present. ; 

A short business meeting was held by the Berrien 
Society and the names of Drs. R. J. Brown, Robert 
Regan, and Irving Colof were voted on for mem- 
bership. A nominating committee was appointed 
consisting of Dr. Henderson of Niles, Dr. Strayer 
of Buchanan and Dr. Witt of St. Joseph to bring in 
names at the December meeting for the 1931 offi- 
cers. This meeting will be held in Benton Harbor. 

Following the business meeting an excellent talk 
was given by Dr. N. Sinai of Ann Arbor, a member 
of the research staff of the Committee on the Cost 
of Medical Care. 

From the data already ascertained by the com- 
mittee it is the impression of Dr. Sinai that the 
medical profession is on the verge of a great change 
in the practice of medicine. He believes that the 
profession by study and codperation will be able to 
regulate this change from one of revolution to that 
of evolution. 

Stressing the point that the physicians are dissat- 
isfied with the income on their investment as much 
as the patients are dissatisfied with the cost of 
medical care there must be some adjustment of the 
situation. He also feels that in order to complete 
the work of the Committee on the Cost of Medical 
Care they must make some recommendations to 
ease the present situation. 

Perhaps the solution lies in education of the pub- 
lic; perhaps it is the fault of the state in demand- 
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ing the registration and license of the physician 
without providing him with protection. Perhaps the 
problem will be solved by universal health insurance 
similar to the present accident compensation. All 
these problems were presented in Dr. Sinai’s talk. 

A unanimous vote of appreciation was-given Dr. 
Sinai by the combined societies. 

The October meeting was held in Niles and was 
addressed by Dr. William Shackelton of Kalamazoo 
on “Surgical Conditions of the Kidney,” and was 
accompanied by a companion paper by Dr. J. B. 
Jackson, also of Kalamazoo, on “X-ray. diagnosis 
by Means of Uroselectan.” These papers were ex- 
tensively discussed and the value: of the new X-ray 
media in cases of surgery of the kidney was dem- 
onstrated. 


W. C. Exvet, S ecretary. 





MONROE COUNTY 


The last meeting of Monroe County Medical So- 
ciety was an event of outstanding interest. 

Routine business was cared for quickly. 

Dr. T. A. McDonald, eye, ear, nose and throat 
specialist, of Monroe, was elected to membership 
in the society. 

Then came the big feature. Dr. M. A. Hunter, 
Monroe, president, presented Dr. George B. McCal- 
lum, now in his fiftieth year of practice in Monroe, 
with honorary membership in the Monroe County 
Medical Society. He was followed by Dr. James 
D. Bruce, Ann Arbor, our district councillor, who 
conferred on Dr. McCallum honorary membership 
in the Michigan State Medical Society. 

Dr. McCallum responded with thanks for the 
honors conferred and told of the early days of prac- 
tice in Monroe. He continued with reminiscences 
of the organization of Monroe County Society in 
1895. Dr. McCallum was our first secretary and our 
fifth president. He has been active in the work of 
the society. 

The program was concluded by an address by Dr. 
Bruce, “The Periodic Physical Examination, with 
Special Reference to the Heart in Middle Age,” il- 
lustrated by lantern slides. 

Dr. and Mrs. Bruce, Dr. and Mrs. Haynes, of Ann 
Arbor, and the wives of the members were guests 
of the society. 


FLORENCE AMES, M.D., Secretary. 





HILLSDALE COUNTY 


The regular meeting of the Hillsdale County Med- 
ical Society was held at the Lantern Tea Room, 
Hillsdale, Tuesday, November 11, 1930, at 6:30 P. M., 
President Poppen in the chair. Dinner was served, 
after which the president introduced Hon. R. W. 
McLain, chaplain of the State Prison at Jackson. 

Dr. McLain gave an informal and most interest- 
ing talk on his experiences as chaplain there. He 
discussed the crime wave now sweeping over the 
country and the enormous increase in the number 
of prisoners confined there in recent years; there be- 
ing now some 6,000 men of all grades of criminality, 
from those in prison for selling a bottle of whiskey 
to the most cruel and desperate murderers. 

Speaking of the causes of this condition, he 
placed the responsibility chiefly on the alarming low- 
ering of the morale of our people; the utter want 
of any religious, moral or ethical training of the ris- 
ing generation in so many of our homes and schools. 
As another cause, he spoke of the number of hasty, 
ill-considered and too early marriages: throwing the 
heavy responsibilities of motherhood, home making 
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and rearing a family on mere school girls wholly 
unfitted, physically or mentally, for the mighty task. 

Contrary to the popular belief, he did not find the 
greatest number of criminals among our foreign 
born population, or among mature men. He said 
he had found the most desperate and hardened crim- 
inals among young men, born in our own country, 
of American parents. 

Other causes spoken of, were the increasing will- 
ingness of so many to accept charity in any form, 
to live off the public, and to indulge in wasteful 
and extravagant living. After Dr. McLain’s excel- 
lent address, the report of the “committee on the 
care of the indigent” was given. Dr. Sawyer, the 
chairman, gave all the data he had been able to col- 
lect as to the customs of other counties, especially 
that of Wexford. But the time not having been 
sufficient, the committee requested and were granted 
an extension of time. 

Dr. Poppen then reported a “case of appendicitis, 
followed by obstruction of bowel and ileus.” This 
report was most instructive, showing—first, the great 
importance of early diagnosis and operation in ap- 
pendicitis; second, the great value of intravenous in- 
jections of normal salt solution’ and glucose when 
nourishment by the stomach is impossible, and third, 
the importance of holding on in the presence of al- 
most certain death and thus sometimes snatching 
victory from apparently certain defeat. Dr. Poppen 
and Dr. Green, who was associated with him in this 
case, are to be congratulated. 

At the close of the meeting, in view of his sym- 
pathy with the profession and his regular attend- 
ance at our meetings, Mr. Geo. D. Schermerhorn 
of Reading was elected an honorary member of this 
society. 

Adjourned. 

D. W. Fenton, Secretary. 





EUCE COUNTY MEDICAL SOCIETY 


The December meeting of the Luce County Medi- 
cal Society was held the evening of December 9, 
1930. The first feature was a motion picture, “Trau- 
matic Surgery of the Extremities,” made possible 
through the courtesy of Davis & Geck, Inc., and 
the codperation of Mr. Tom Shimmens of the State 
Theatre. 

Following, the members and their ladies enjoyed 
a venison dinner at the home of Doctor H. E. 
Perry. After dinner the ladies played bridge and 
the meeting called to order. 

The following officers were elected for the en- 
suing year. President, Dr. J. T. Redwine; Vice 
President, Dr. R. E. L. Gibson; Secretary-Treasurer, 
Dr. Geo. F. Swanson; Delegate to the State Con- 
vention, Dr. H. E. Perry, with Dr. E. H. Camp- 
bell as alternate. A vote of thanks was extended 
Dr. R. E. Spinks, the retiring President, for the 
conscientious and efficient service rendered during 
the past year. 

Geo. F. Swanson, Secretary. 





IONIA-MONTCALM COUNTY 


The November meeting of the Ionia-Montcalm 
Medical Society was held at the Winter Inn, Green- 
ville, preceded by a chicken dinner, twenty guests 
partaking. 

Minutes of the October meeting were read and 
approved. 

By-law regarding Dentists as Associate member 
was adopted. 

Motion was made that committee be appointed to 
draft and send proper resolutions to the family of 
the late Doctor Alton (Mrs. Herbert Emery and 
Dr. Robert A. Alton), and that a copy of the resolu- 
tions be forwarded to the State Journal. 
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January, 1931 


Dr. Robertson appointed Doctors Toan and Bower 
to constitute such a committee. 

The paper given by Dr. Currier on “Disturbances 
of Gait,” and Doctor Davis on “Encephalography,” 
were well received; though highly technical, they 
were markedly interesting and splendid demonstra- 
tions of skill in diagnostic methods. 

The Committee on Resolutions of the death of 
Doctor Alton reported. 

The following resolution offered by Doctor Toan, 
supported by Doctor Bower, was _ unanimously 
adopted : 

“Whereas, the late Dr. Robert W. Alton has been 
for many years an honored member of the lonia- 
Montcalm Medical Society ; 

“Resolved: that we feel in his death a deep sense 
of personal loss and keen regret; and that we ex- 
tend to his bereaved family the warmest sympathy 
of our Society, and further 

“Resolved: that this resolution be spread upon the 
permanent records of the Society, and that a copy 
be sent to the family of Doctor Alton.” 

Dr. G. A. Stanton was named chairman of the 
program for the annual meeting in December, at 
Belding. 

JoHn J. McCann, Secretary. 





OAKLAND COUNTY 


The monthly meeting of the Oakland County 
Medical Society was held at the Board of Com- 
merce, Pontiac, on Tuesday evening, November 18, 
1930, at 8:30 P. M. 

In the absence of the President the chair was oc- 
cupied by Vice-President John S. Lambie. 

The minutes of the previous meeting were read 
and approved. 

The applications for membership of Dr. Walter I. 
Werner, Oakland County Tuberculosis Sanatorium, 
and Dr. Joseph H. Boutwell, Clawson, were read 
and referred to the Board of Directors. 

Doctors C. T. Ekelund and F. A. Mercer pre- 
sented a report of the delegates to the State Medical 
Society Meeting, the report being read by Dr. Eke- 
lund. 

Dr. Furlong demanded that details be given re- 
garding the aftermeeting, held in honor of the House 
of Delegates where more than food was served. 

Dr. F. A. Baker moved that the report be ac- 
cepted and that a vote of thanks be extended to our 
distinguished representatives, especially to the author 
of the report. Supported. Carried. 

Dr. Murtha apologized for not having published 
the report of the delegates in the “Bulletin” and 
stated his reasons for not publishing same. 

Dr. Larson inquired as to the advisability of hold- 
ing the Annual Meeting at the same hour as for 
this meeting. In the discussion that followed it was 
felt that if the dinner preceded the meeting a larger 
attendance could be looked for from the communi- 
ties outside of the city. 

Dr. Ekelund stated that he had been appointed a 
member of a committee of the Michigan State Medi- 
cal Society to consider the wisdom of promulgating 
legislation requiring annual re-registration. He told 
of a meeting of the committee in Detroit which was 
followed the same evening by a meeting with the 
Legislative Committee of Wayne and the Executive 
Committee of the Council. He outlined the policy 
formulated last spring by the State Legislative Com- 
mittee, a policy that did not anticipate a demand for 
any legislation during the coming session of the 
Legislature. He stated that that. policy was likely 
to be changed, largely due to the efforts of the 
Wayne County Committee. He stated that the plan 
of Dr. Sundwall’s Committee was the one to ad- 
here to but that it did not take care of the matter 
of re-registration. The committee has gone on rec- 
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ord as favoring the principle of re-registration as an 
aid to the enforcement of the Medical Practice Act: 
He stated that in states where re-registration had 
been put into effect that there had been much oppo- 
sition at the start but that it had been gradually over- 
come, that in states where it had been tried the re- 
sult has been uniformly good, that in New York 
State alone over a thousand quacks and charlatans 
had been driven out of the State. 

Dr. Lambie, in opening the scientific part of the 
meeting, stated that a home-made program was to 
be presented and that like all home-made articles it 
ought to be good. 

The first paper presented was by Dr. B. T. Larson 
who discussed “The Diagnosis of Mastoiditis.” He 


first presented an atypical case history and among 


the points brought out were that the condition is 
frequently unaccompanied by pain or tenderness over 
the mastoid bone, that when middle ear disease ex- 
ists for more than four weeks, consider possible a 
mastoid involvement, and that when the discharge 
persists for more than seven weeks, we have very 
reasonable assurance that the mastoid is involved. 
He stated that the X-ray was particularly valuable 
in a series of exposures with at least five days elaps- 
ing between exposures. 

The paper was discussed by Doctors Pool, Fergu- 
son, Colvin and Ekelund. 

Dr. Harold A. Furlong presented a brief report 
on the “Early Diagnosis of Pregnancy by Means of 
the Aschheim-Zondek Reaction.” He outlined the 
three characteristic reactions and told something of 
the technic used to carry out the test. He stated 
that this reaction offers a reliable method for the 
early diagnosis of pregnancy, hydatidiform mole, and 
malignant chorio-epithelioma. : 

Dr. L. C. Sheffield presented a report of 85 cases 
of disease of the genito-urinary tract that had been 
under his observation for the past three years, a re- 
port on those cases that had a complete genito-uri- 
nary examination, that is a cystoscopic examination 
of the bladder, urethral catheterization, split kidney 
functional test, complete bacteriological and micro- 
scopic examination of the urine and a pyelo-ureteral 
gram. 

Summary: 

1. Ina series of 85 cases, 76 cases showed infec- 
tion in one or both kidneys. In two cases this infec- 
tion was due to t he tubercle bacillis. Two to gram 
positive cocci. The infecting organism being isolated 
in all but five cases. 

2. Calculi occurred in one case. 

3. Malignancy of bladder in one case. 

4. Upper urinary obstruction in two cases. 

5. Lower urinary obstruction in one case. 

6. Two cases showed no genito-urinary pathology. 

In conclusion he wished to emphasize the necessity 
of a complete urological examination in any case 
with urinary tract symptoms which persist longer 
than six weeks under medicinal treatment. Also the 
necessity of an immediate urological examination in 
any case of hemituria. 

This paper was discussed by Dr. A. V. Murtha 
and others. 

Dr. Lambie extended the thanks of the Society to 
Doctors Larson, Furlong and Sheffield for the in- 
teresting program they had presented. 





GRATIOT-ISABELLA-CLARE 
COUNTY 


The December meeting of the Gratiot-Isabella- 
Clare County Medical Society for the members and 
their wives was held in the Wright House, Alma, 
Thursday, December 11, 1930. Thirty-seven had din- 
ner together, after which President Budge called the 
meeting to order. The annual report of the Secre- 
tary was read, which showed we had 27 members 
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for 1930. During the year we have held 10 meetings, 
which were addressed by 14 speakers. After 1929 
expenses were paid, the treasurer showed a deficit 
of $5.40. The receipts of $3.00 per member did not 
quite equal our expenses for 1930. It was moved 
that the Secretary be permitted to collect 50 cents 
from each member present to make up the deficit— 
motion seconded and carried. 

The application of Dr. Kenneth P. Wolfe of 
Wheeler for membership having been recommended 
by the Board of Censors, he was regularly elected 
to membership. 

The nominating committee nominated officers for 
1931 as follows: President, W. L. Harrigan, Mt. 
Pleasant; vice president, C. E. Burt, Ithaca; secre- 
tary-treasurer, E. M. Highfield, Alma; delegate, 
Li J. Carney, Alma; alternate, W. G. Young, Shep- 

erd. 

Motion was made and seconded that the rules be 
suspended and the above officers be declared elected 
for 1931. Motion carried. 

Councilor Julius Powers was called on at this time 
to tell what he thought of us, which he did to every 
one’s satisfaction. 

On motion business meeting was then adjourned. 

Mr. John C. Caldwell of Parke, Davis & Co. then 
showed a very interesting film entitled “How Bio- 
logical Products are Made.” After this President 
Budge introduced Dr. C. C. Grieve, who retired 
from the Navy with the title of Captain. The Doc- 
tor related many interesting things in connection 
with his work at Haiti, Panama, Alaska, Hawaii, 
Gaum, Philippines, China and Japan. 

E. M. HicHrre.p, M.D., 
Secretary. 


KALAMAZOO ACADEMY 


Our success, I believe, must be judged by our at- 
tendance and the type of scientific program we have; 
this being so, I think we have really had a good 
year. The attendance with no exceptions has been 
very good and the scientific papers and demonstra- 
tions have been of exceptionally high quality. 








Here’s wishing the new secretary, not one, but 
three Happy New Years. 

The regular meeting of the Kalamazoo Academy 
of Medicine was held November 18, 1930, in the 
Academy Rooms at the Library. About 60 members 
were present for dinner and the meeting. 

The scientific program was given by Dr. Raphael 
Issacs, M.D., Assistant Director of the Thomas 
Henry Simpson Memorial Institute for Medical Re- 
search, Ann Arbor, Michigan. The subject was 
“The Different Kinds of Anemias; their Diagnosis 
and Treatment.” This was presented in a very in- 
teresting and practical way and was immensely en- 
joyed by the members. 

Clippings of numerous fake advertisements for 
blood builders were exhibited to the amusement of 
everyone (Jack Dempsey—Berry’s favorite—was 
— on nuxated iron according to one striking 
ad). 

The minutes of the October meeting as printed in 
the bulletin were approved. 

No committee reports. 

Dr. Clayton Ettinger’s application for transfer to 
membership, which was read the previous month, 
and passed by the board of censors was presented 
for action. Dr. Collins moved that he be elected to 
membership, seconded and unanimously carried. 

Dr. Mary C. MclIntyre’s application for transfer 
to membership, which was passed by the board of 
censors, was presented for action. Dr. Westcott 
moved that she be elected to membership. The mo- 
tion was seconded and unanimously carried. 

Annual Meeting—Dr. Westcott moved that the en- 
tertainment committee be requested to arrange a 
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banquet for the occasion. Seconded and carried. 
Dr. F. T. Andrews moved that the wives and ladies 
be invited and that a speaker be obtained for the oc- 
casion. Seconded and carried. 

The president appointed the following on the 
nominating committee: L. E. Westcott, W. E. Col- 
lins, F. T. Andrews, B. A. Shepard, D. E. Squiers. 

Meeting adjourned. 





TREASURER’S REPORT 
December 2, 1930 






































Receipts 
Dues from Members $2,058.50 
Disbursements 
State Society $1,160.00 
Guests 113.04 
Bulletins 180.98 
Postage and Stationery.................... 61.12 
Telephone 86.73 
Lights and Gas 17.68 
Flowers 18.25 
Insurance 35.00 
Janitor 75.00 
Miscellaneous 375.53 212033 
Excess disbursements over receipts................-.-- $ 61.83 
Cash on hand Dec. 2, 1929 212.75 
i ee ae. | ne 150.92 
Hugo Aach. 


December 4, 1930 

Dr. R. B. Fast, Secretary 
Kalamazoo Academy of Medicine 
408 Bank of Kalamazoo Building 
Kalamazoo, Michigan 
Dear Dr. Fast: 

Your public health committee wishes to submit 
the following report: 


Total number of children examined in 
































IN I dics eliscccceniancinunkanicinianbuials 1,794 
Portage Center 175 
Gull Road 250 
Comstock 525 
Kellogg ...... 213 
Milwood 75 
Richland 225 
Drake 35 
Comstock No. 5 40 
Pre School Clinic 256 


Clinics were held in each school assisted by the 
Parent Teacher Association. The Kalamazoo Den- 
tal Society also codperated. Specialists examined 
the ears and throat of each child. 

Some educational work was done in most of the 
schools by members of the Academy of Medicine. 
This was arranged for by the schools or referred 
to the Academy. I wish to express our appreciation 
to Mr. Drake for the codperation of the nurses of 
the Kalamazoo Public Schools during the clinic. 

Follow-up work has been carried on by the Tu- 
berculosis Association, the Child Welfare League 
and the Red Cross. Great appreciation has been ex- 
pressed for the services rendered. 

Respectfully submitted, 
Wilbur C. Medill 
F. Elizabeth Barrett 
John McGregor 


JACKSON COUNTY 


The November meeting of the Jackson County 
Medical Society was held at the Hayes Hotel, No- 
vember 18, 1930. A steak dinner was served at 6:15, 
following which the meeting was called to order by 
President Cooley. The minutes of the previous reg- 
ular meeting were approved as printed in The Bul- 
letin. The minutes of the special meeting were cor- 
rected on the recommendation of Dr. Porter. 
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JANUARY, 1931 


The applications of Drs. Leslie Jones and Dr. 
R. J. Hanna, having been approved by the Board 
of Directors, were unanimously approved by the So- 
ciety for membership. ; ‘ 

President Cooley appointed the following commit- 
tees: December banquet committee, Drs. C. Corley, 
F. W. Rogers, R. G. Bird, and R. A. Weber. Med- 
ico-legal committee, Drs. G. R. Bullen, H. W. Porter, 
W. L. Finton, E. S. Peterson, and W. E. McGarvey. 

In the absence of Dr. M. N. Stewart, President 
Cooley introduced Dr. Geo. McKean, of Detroit, as 
the speaker of the day. He chose as his subject 
“The Latest Treatment of Hypertension.” Dr. Mc- 
Kean gave a wonderful talk on this subject, which 
was thoroughly enjoyed by every one present. There 
was considerable discussion and questions, with Dr. 
McKean closing. 

Dr. Crowley, the treasurer, stated that there would 
be a surplus of about $200.00 in the treasury at the 
end of the year. He made a motion, which was 
seconded by Dr. Corley, that this surplus money be 
turned over to the December committee so that they 
might reduce the price of the tickets for the annual 
meeting. Motion carried. 

President Cooley spoke a few words of welcome 
to our out-of-town guests, Drs. Fenten and Hamil- 
ton of Reading. No further business to come before 
the Society, the meeting adjourned. 

Attendance fifty-six. 





A pheasant dinner, which was to be served by 
Drs. Munro, Cooley, Newton and Hackett, failed to 
materialize. Several reasons have been given for 
this failure. It is said the game warden took them 
into tow for having too many pheasants. Somebody 
ought to send this to Riley. 





WAYNE COUNTY 


Dr. John B. Deaver of Philadelphia will appear on 
the program of the Wayne County Medical Society 
on January 6, 1931. At this same meeting, the So- 
ciety will vote on delegates and alternates to rep- 
resent it in the House of Delegates of the Michigan 
State Medical Society. 

Dr. John L. Kantor of New York will appear 
January 13 on the subject “The Practical Signifi- 
cance of Digestive Tract Anomalies.” On January 
20, Dr. Arthur J. Camp, Director of the Bureau of 
Investigation of the American Medical Association, 
will give his interesting lecture entitled, “Patent 
Medicines and the Public Health.” Professor T. B. 
Holloway of Pennsylvania will address the Society 
on January 27. 

The four Detroit doctors who were introduced as 
witnesses by the Lowell (Massachusetts) Sun in 
the Dugdale vs. the Lowell Sun libel suit, will relate 
their experiences to the Wayne County Medical So- 
ciety at the meeting, January 20. The doctors who 
were called to Lowell were Drs. Frank A. Kelly, 
James E. Davis, C. I. Owen and J. T. Watkins. Dr. 
Dugdale, whose license was cancelled by the State 
Board of Medical Registration, is said to have em- 
ployed the Koch cancer remedy. 

Dr. Howard Fox will be the speaker at the joint 
meeting of the Wayne County Medical Society and 
the Detroit Dermatological Society, February 3. 
His subject will be “Modern Trend of Skin Dis- 
eases.” 

A joint meeting of the Wayne County Medical 
Society and the Detroit Dental Society will be held 
on February 10th. It will be in the nature of a 
symposium by Detroit physicians and dentists. 

The Wayne County Medical Society and its Presi- 
dent, Dr. J. M. Robb, were instrumental in having a 
Proposed radio ordinance defeated in the City of 

etroit. This sought-for legislation would have pre- 
vented the use of electric vibrating equipment for 
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X-ray machinery between the hours of 7:00 P. M. 
and midnight. The Medical and Civic Relations 
Committee of the Society passed a resolution con- 
demning this proposed ordinance as unnecessary and, 
being class legislation, as unjust and contrary to 
law. The Common Council of Detroit declined. to 
take further action on this ordinance after receiving 
the Wayne County Medical Society’s Resolution. 





BAY COUNTY 


The annual meeting of the society was held Wed- 
nesday evening December 10, 1930, at the home of 
the retiring president, Charles W. Ash, where the 
members were dinner guests of Dr. and Mrs. Ash. 

The annual reports of the officers and committees 
showed the society to be in a flourishing condition. 

The following officers were elected for the year 
1931: President, Dr. F. S. Baird; vice president, 
Dr. M. R. Slattery; secretary-treasurer, Dr. L. Fer- 
nald Foster; censor, Dr. V. H. Dumond; Medico- 
Legal Committee, Dr. A. W. Herrick; delegate, Dr. 
Chas. W. Ash; alternate, Dr. H. P. Lawrence. 

The society decided to change its meetings from 
the second and fourth Mondays of each month to 
the second and fourth Wednesdays. 

It was also decided to consider the establishment 
of a Physicians’ Exchange, whereby physicians could 
be located when away from their offices. 

Fifty members attended the meeting, establishing 
a new high attendance record at an annual meeting. 

L. FERNALD Foster, Secretary. 





GOGEBIC COUNTY 


The following officers of the Gogebic County 
Medical Society, for the year 1931, were elected on 
Tuesday, December 9: President, Dr. W. E. Tew, 
Bessemer; vice president, Dr. C. E. Anderson, Bes- 
semer; secretary-treasurer, Dr. F. G. H. Maloney, 
Ironwood; delegate, Dr. W. E. Tew, Bessemer; 
alternate, Dr. T. R. Rees; Defense League repre- 
sentative, Dr. D. Pierpont, Ironwood. 

The following were elected as members of the 
Board of Directors: Dr. C. C. Urquhart, Ironwood; 
Dr. E. H. Madajesky, Ironwood; Dr. C. E. Stevens, 
Bessemer. 

F. G. H. Matoney, M.D., 
Secretary. 





BEAUMONT LECTURES IN 
FEBRUARY 


The 1931 Beaumont lectures of the Wayne County 
Medical Society will be presented by Dr. James Ew- 
ing, Professor at Cornell University. The dates are 
February 23 and February 24, 1931. 

Dr. Arthur D. Holmes of Detroit has presented 
the Wayne County Medical Golfing Association with 
a beautiful bronze statue of Hermes, mythological 
god of sports who carries the caduceus, the sign of 
medicine. This bronze work, about four feet high, 
will be the prize for the low gross championship of 
the Wayne County Medical Society. 

The Maimonides Medical Society has given the 
Wayne County Medical Society a beautiful oil paint- 
ing for its club rooms. The landscape is by Isaac 
Rader and was presented to the county society at 
the general meeting of December 16. 

_ “A Moratorium on Doctors’ Bills” was the sub- 
ject of an editorial which appeared in one of De- 
troit’s newspapers, on December 5. A resolution de- 
precating this editorial and requesting consideration 
and fair play, passed by the Council and by the 
membership of the Wayne County Medical Society 
on December &th, resulted in the publication of a 
second editorial on December 13th entitled, “The 
Admonition Was Unnecessary.” The editorial said 
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in part: “A policy of sympathetic helpfulness to- 
ward those hit simultaneously by hard times and 
illness was in effect among members of the Wayne 
County Medical Society long before the American 
Medical Editor’ and Authors’ Association spoke; 
which really ought not to be news to people who 
know how seriously all physicians take their social 
and jhumanitarian obligations toward their fellow 
men.’ 

The medical profession of Wayne County has al- 
ways been cognizant of the fact that Detroit news- 
papers have tried to be eminently fair and full of 
encouragement for the altruistic efforts of physicians 
and surgeons, and the action in the above matter has 
been further proof of their attitude. 











WOMAN’S AUXILIARY, MICHIGAN 
bode MEDICAL SOCIETY 


L. J. HARRIS, President, Jackson, Mich. 
MRS. RS ‘EARL McINTYRE, Secretary, Lansing, Mich. 














MEMBERS OF THE STATE 
MEDICAL SOCIETY 


Dear Doctors: 

After reading your Journal will you 
please take it home and call your wife’s at- 
tention to the Auxiliary page? All personal 
items or news of interest will be greatly ap- 
preciated and if sent in by the 25th of each 
month, will be published in the journal the 
following month. 

You will notice that our officers list is 
now complete: 

President: Mrs. Lester J. Harris, 607 
Washington Ave., Jackson. 

Vice President: Mrs. J. Earl McIntyre, 
600 South Grant Ave., Lansing. 

Secretary-Treasurer: Mrs. W. L. Finton, 
1502 Carlton Boulevard, Jackson. 

Executive Board Publicity Chairman: 
Mrs. P. R. Urmston, 1862 McKinley Bay 
City. 

Organizing Chairman: Mrs. Guy L. 
Kiefer, 908 Virginia Park, Detroit. . 

Hygeia Chairman: Mrs. Henry Bartlett, 
1510 Lake Shore Drive, St. Joseph. 

Mrs. A. W. Crane, 1425 Hillcroft, Kala- 
mazoo. 

Mrs. E. L. Peterson, 506 S. Jackson St., 
Jackson. 

Mrs. Harris attended the National Board 
meeting in Chicago last week, which was 
held at the Pearson Hotel the 14th of No- 
vember. Eleven state presidents attended 
from widely separated parts of the country ; 
California, New Jersey, Tennessee and Min- 
nesota being among those represented. Most 
of the officers were present, as well as the 
directors. Mrs. Mundt was also present. 
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She was invited to be in Kalamazoo in De- 
cember. Routine business was transacted, 
reports from officers and various commit- 
tees given. Mrs. Walter Freeman (Phila- 
delphia) wants particularly to have every 
Publicity chairman to send monthly reports 
to her for publication in the A. N. A. Jour- 
nal before the 25th of each month. They 
are complaining about a lack of material 
and we can help out by sending our reports. 

Mrs. Walter Freeman, who is also chair- 
man of the convention to be held in Phila- 
delphia in June, submitted their plan of en- 
tertainment for the Auxiliary; special fea- 
tures being a trip to Valley Forge and to 
Atlantic City, besides visits and teas in vari- 
ous historic spots in the delightfully interest- 
ing city. 





The sudden death of Mrs. Leonora 
Marsh McLean, mother of Dr. James M. 
McLean, came as a great shock to Auxiliary 
members of Bay County. 

Louise T. URMsTON, 
Editor of Woman’s Auxiliary. 





WOMAN’S AUXILIARY—BAY 
COUNTY 


A pot-luck dinner at the home of Mrs. M. R. 
Slattery, Bay City, was enjoyed by sixteen members 
of the Woman’s Auxiliary of the Bay County Medi- 
cal Society October 26, 1930. 

Mrs. P. R. Urmston, president of the group, pre- 
sided at the meeting, which followed dinner. Mrs. 
Urmston gave an interesting account of the state 
convention which she attended in Benton Harbor 
in September and described the House of David, 
through which delegates were conducted during the 
convention. 

The next meeting of the organization is scheduled 
for December. This will be the annual session and 
new Officers will be elected. Mrs. L. Fernald Foster 
is now secretary of the auxiliary and Mrs. Slattery 
is treasurer. 





WOMAN’S AUXILIARY—INGHAM 
COUNTY 


Covers were laid for forty-three guests at the 
1 o’clock luncheon of the Woman’s Auxiliary to 
the Medical Society of Ingham County held at the 
Country Club of Lansing, in October. 

The luncheon was served in the main dining room 
of the club, and asters, cosmos, and snapdragons 
were used at the table, which was lighted by tall ta- 
pers in pastel shades. Handpainted place cards 
marked the places. Mrs. J. Earl McIntyre, retiring 
state secretary, gave a report of the state meeting 
held at Benton Harbor September 16, 17, 18, fol- 
lowing the luncheon. 

Mrs. L. J. Harris of Jackson was named _ presi- 
dent of the state association, and Mrs. McIntyre, 
vice president. Mrs. Henry Mundt, state organizer 


of Illinois, was principal speaker at the state meet- 
ing. 
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A short business meeting followed the luncheon, 
at which it was decided that a welfare committee 
would be appointed by the executive board to plan 
charity work of the organization for the coming 
year. The executive board includes Mrs. Charles 
P. Doyle, president, Mrs. A. M. Campbell, Mrs. Wil- 
liam E. McNamara, Mrs. M. L. Holm, Mrs. C. B. 
Gardner, Mrs. T. P. VanderZalm, and Mrs. L. C. 
Hart. 

Mrs. McNamara, assisted by the entertainment 
committee, was in ‘charge of arrangements for the 
luncheon. 





COMMUNICATIONS 
(Continued from Page 48) 


Detroit, Michigan 
November 10, 1930 
Dr. F. C. Warnshuis, 
1508 G. R. National Bank Bddg., 
Grand Rapids, Mich. 
Dear Dr. Warnshuis: 

Your letter notifying me of my appointment on the 
Committee of Civic and Industrial Relations was 
received some time ago. I assure you that it was a 
great pleasure to me to receive this appointment and 
that I will endeavor to be an active member on the 
Committee. 

Respectfully yours, 


L. O. Ger. 


Detroit, Michigan. 
November 29, 1930. 
Dr. F. C. Warnshuis, 
1508 Grand Rapids National Bank Bldg., 
Grand Rapids, Michigan. 
My dear Doctor: 

In reply to your letter of November 11, may I 
first apologize for not answering sooner, but I have 
just returned from a trip through the South and find 
your letter waiting. 

It is with pleasure that I accept this appointment 
which you tender me, as representative of the Mich- 
igan State Society upon the Medical Advisory Com- 
mittee of the Michigan Tuberculosis Association. 

Very truly yours, 


WiLt1AM A. Hupson, M.D. 





Dec. 19, 1930. 
F. C. Warnshuis, M.D., 
Grand Rapids, Mich. 
Dear Doctor: 

I want to thank you for writing about the Jour- 
nal. Many thanks for sending it so long, but Dr. 
Wasson doesn’t read much, it tires him too much. 
His mind is weaker than his body. 

I wish I could express my appreciation to the 
Eaton County Medical Society for their kindness to 
Dr. Wasson since he has been unable to work 
among them, and also the State Medical Society for 
electing him an honorary member. Doctor was quite 
moved when I read him your letter. I thank you 
for him. 

Sincerely, 


Mrs. C. B. Wasson. 





“The secret of happiness,” says Bertrand Russell, 


is this: “let your interests be as wide as possible 
and your reactions to the things and persons that 
interest you be as far as possible friendly rather than 
hostile.” 
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A PRIMER FOR DIABETIC PATIENTS. Russell M. Wil- 
der, M.D., Professor and Chairman of the Department 
of Medicine, University of Chicago; formerly Head of 
the Section on Nutrition, Division of Medicine, Mayo 
Clinic. Fourth Edition, Revised. 138 pages. Philadelphia 

; ee W. B. Saunders Company, 1930. Cloth, 

_ This little work is intended as a guide to the pa- 
tient and his physician. The best results in the man- 
agement of diabetes are to be had only when the 
physician has the intelligent cooperation of his pa- 
tient, and intelligent cooperation is possible only 
when the patient possesses certain knowledge of his 
condition. There is no attempt to render the pa- 
tient independent, for, as the author says, “No patient 
with a disease as serious as diabetes should be en- 
couraged to attempt self treatment.” Such works 
as this should save a lot of explaining on the part 
of the doctor with the possibility of misinterpreta- 
tion. 





TEXT- wane OF MEDICINE. Edited by Russell L. Cecil, 

.B., M Sc.D., Assistant Professor of Clinical Med- 

icine in men University; Assistant Visiting Physician 

in Bellevue Hospital, New York City. And Associate 

Editor ue Diseases of the Nervous System, Foster Ken- 

nedy, M.D., F.R.S.E., Professor of Neurology in Cornell 

University; Head of "Neurological Department, Bellevue 

Hospital. Second Edition, Revised and Entirely Reset. 

1,592 Pages. Philadelphia and London: W. B. Saunders 
Company, 1930. Cloth, $9.00. 

A textbook such as this has as one of its merits 
the fact that each subject has been written up by 
a clinician chosen because he has made a special 
study of and has given particular attention to that 
subject. The field of internal medicine has become 
so broad that mastery of only a portion of it is 
possible. It is only four years since the first edition 
of Cecil’s Textbook on Medicine appeared, the work 
of one hundred and thirty contributors, and yet in 
this space of time the advances in medicine have 
been so great as to necessitate a complete revision 
of the work. A list of the contributors includes a 
great many of the best known clinicians in the United 
States; most of them are teachers of medicine in 
university medical colleges. This fact is evidence 
that the work is pre-eminently a textbook. While 
this book contains over 1,500 pages it is not cumber- 
some. It will be found a convenient manual for the 
general practitioner as well as the internist. 





LEGAL MEDICINE AND TOXICOLOGY. Ralph W. Web- 
ster, M.D., Ph.D., Late Clinical Professor of Medicine 
(Medical Jurisprudence) in Rush Medical College, Uni- 
versity of Chicago, Chicago, Ill. 862 pages, illustrated. 
Philadelphia and London: W. B. Saunders Company, 
1930. Cloth, $8.50. 

A work on Legal Medicine and Toxicology should 
be in every medical library. From the nature of the 
subject such works are not subject to frequent revi- 
sion. They do not require to be replaced every few 
years by more up-to-date editions. Of this work 
317 pages are devoted to legal medicine and over 
500 to toxicology. The legal portion of it deals with 
the results of what might be designated crime and 
death from causes that may not be evident. One of 


_ the most useful sections is that dealing with the 


legal rights and obligations of physicians, as well as 
the section on the expert witness, his privileges and 
limitations. The author says in his preface that he 
has not attempted to include in the book all the sub- 
jects with which legal medicine may be concerned. 
It seems unfortunate in view of the increase in a 
number of cases which come under the category 
of personal injury that he did not include a chapter 
on the use of the X-rays in medico-legal cases. 
The coroners of some of our large cities have found 
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it feasible to install X-ray equipment as an aid in 
post-mortem examinations. Probably no_ other 
method of examination is so satisfactory in those 
personal injury cases arising out of accident which 
come before the circuit court or industrial courts 
as the X-ray examination. Apart from this omission 
this work on Legal Medicine and Toxicology will 
be found to cover the subject very thoroughly. 





THE AMERICAN LEVIATHAN, THE REPUBLIC IN 
THE MACHINE AGE. Charles A. Beard and William 
Beard. 824 pages; 30 illustrations. Price, $5.00. The 
Macmillan Company, New York. 


This volume according to the author is the result 
of an endeavor to unite politics, government and 
technology as reflected in the government of the 
United States. While it is not in any sense a med- 
ical work the reviewer offers no apology for describ- 
ing it in this department. It should have a universal 
appeal to physicians as citizens. We hear a great 
deal spoken about the constitution these days and of 
amendments to that document. The author has taken 
his title from what he calls the greatest political 
work of all times, The Leviathan of Thomas Hobbes. 
Charles Beard, one of the co-authors of The Ameri- 
can Leviathan, is well known as co-author of a monu- 
mental work, The American Civilization, which ap- 
peared a few years ago and which has achieved a 
wide popularity among the historically minded. The 
present work, which opens with a splendid analysis 
of the constitution of United States, will be a sur- 
prise to a great many readers who have been ac- 
customed to attribute things to the constitution which 
are not to be found there. The volume gives a good 
idea of the work performed by the United States 
Government in keeping with the general expansion 
in technology for which this country has been noted. 
Probably at no other time in history is a knowledge 
of the operations of our government so important 
to the citizen who would be well informed, and we 
might add we know of no other work on the sub- 
ject so interesting and so informative. 





TREATMENT OF MALARIA 


C. C. Bass, New Orleans summarizes his views as 
follows: Cinchona alkaloids, especially quinine, con- 
stitute the only specific remedy for malaria. Ars- 
phenamine, neoarsphenamine and acetarsone have 
some nonspecific effect, as do many other drugs, 
but such effects are so far inferior to that of quinine 
that their use is on the decline. 
definite effect on clinical malaria and both clinical 
and parasitic cures may be accomplished with it 
alone. Plasmochin has far less effect on malaria 
than has quinine, and its toxicity, which is associated 
with methemoglobinemia, makes its routine use ques- 
tionable. Evidence has been brought forth that plas- 
mochin has some specific action on the reproductive 
power of gametes. These observations, Bass says, 
are of great importance, if correct, and need further 
confirmation.—Journal A. M. A 





LITTLE REDUCTION IN COST OF MEDICAL 
CARE LIKELY 


The costs of medical care are not likely to be 
greatly reduced in the future, although some econo- 
mies may be effected, Dr. Ernest E. Irons, dean of 
Rush Medical College, Chicago, said at the Detroit 
meeting of the American Medical Association. These 
high costs are so closely interwoven with general 
economic conditions that they cannot be reduced 
under present standards of living and price levels, 
Dr. Irons said. They are the result of several fac- 


Plasmochin has a . 
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tors such as increased costs of all necessities, in- 
cluding groceries and clothes, increasingly expensive 
tastes and requirements of persons who are sick and 
increased medical costs inevitable by reason of the 
advance in medical knowledge and methods. This 
increase of patients’ tastes for expensive service was 
stressed by Dr. Irons as a big factor in the increased 
cost of medical care. Hospital costs have increased, 
but so have hospital expenses, he said. Many sick 
persons could be cared for adequately in small wards 
with hospital nursing service, but they insist on 
private rooms and special nurses. Laboratory meth- 
ods of diagnosis and treatment have also added to 
the cost of medical care since their development 
during the last thirty years. When properly used 
these are of enormous value and well worth their 
cost, Dr. Irons said. 

Specialism has also contributed to the increased 
cost, but it is estimated that not more than 20 per 
cent of all sick persons really require the services 
of specialists. Regret for the alleged passing of the 
old family doctor who drove about among his 
families in a buggy is largely wasted, Dr. Irons 
said. In any community an even finer type of fam- 
ily adviser can be found today. Likewise the move- 
ment of families from one apartment to another 
and from one section of a city to another is a big 
reason for the disappearance of the family doctor, 
a cause brought about by the families themselves 
and not by their physicians, Dr. Irons pointed out— 
Science Service. 

The opening meeting of the Detroit Roentgen 
Ray and Radium Society for the year 1930-1931 was 
held the evening of October 16 at the Henry Ford 
Hospital. The address of the evening was deliv- 
ered by Dr. H. K. Pancoast of Philadelphia on the 
oe Examination of the Upper Respiratory 

react.” 





POSSIBLE EXPLANATION FOR HORSE 
SERUM ANAPHYLAXIS IN MAN 


Bret Ratner, New York, emphasizes the fact that 
an anaphylactic relationship exists between horse 
dander and its homologous serum. The common 
substance present is resident in the globulin frac- 
tion of the respective antigens. Guinea-pigs sensi- 
tized to horse dander can be shocked with horse 
serum. The reverse sequence can be accomplished 
but rarely and only when large doses are used. This 
relationship has been demonstrated by parenteral 
injection and by the uterine strip method. This rela- 
tionship has been further demonstrated by the in- 
halation method which most closely simulates the 
situation to which the human being is subject. Ani- 
mals naturally sensitized through the inhalation of 
horse dander died in anaphylactic shock or showed 
grave anaphylactic symptoms on receiving a_ first 
injection, intravenously, of horse serum or diphtheria 
antitoxin. Clinical cases have been presented to 
show that anaphylactic death and accelerated anaphy- 
lactic reactions following the primary injection of 
horse serum or horse serum antitoxin occur in those 
individuals spontaneously hypersensitive to horse 
dander. Human beings may be artificially sensitized 
by large injections of horse serum. Such individuals 
are less susceptible than the spontaneously sensitized 
person with horse asthma. It is improbable that 
toxin-antitoxin can artificially sensitize an individual 
to horse serum. Only such individuals as are shown 
to be sensitive to both horse dander and horse serum 
should be regarded as risks for the primary adminis- 
tration of horse serum. If it should be imperative 


to administer horse serum for therapeutic purposes, 
the greatest precautions should be observed to give 
the serum exceedingly slowly and by the routes of 
least absorption, coupled with the utilization of such 
drugs as epinephrine and atropine.—Journal A. M. A. 











